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Abstract
Acquired brain injury (ABI) is an injury that is caused to the brain after birth. 
The impact of brain injury on the survivor may be to leave cognitive and behavioural 
difficulties that result in them requiring care. Many carers are the relatives of the 
individual and this can have a considerable impact on the carer’s well-being as well as 
their relationship with the injured person. The objective of this literature review is to 
evaluate recent literature around how family members cope with the process of caring 
for a relative with a brain injury. I start by introducing coping and the models that 
inform how coping mediates stress; I then go on to review some of the recent research 
that has looked at coping in carer relatives and finally I evaluate some of the 
challenges that are faced in interpreting the research and moving forward in the field. 
Although some of the evidence for particular coping strategies is mixed, one 
consistent finding is social support for carers appears to be a key factor in reducing 
distress and promoting good family fimctioning. The implications of this on clinical 
practice are then discussed.
Statement of Interest
My personal interest in this area stems from my employment in a brain injury 
rehabilitation centre. Gracey et al., (2008) wrote about identity change that occurs 
post brain injury and I observed this directly when working with people who had 
experienced such events. Many of those with acquired brain injury expressed a wish 
to return to their ‘pre-injury self and there was an emphasis during rehabilitation on 
encouraging acceptance and adjusting to their post injury self. Much of the centre’s 
work was directly aimed at bridging the discrepancy between pre- and post-injury 
identity, with family members actively involved in rehabilitation, there appeared to be 
significant difficulty in family members’ adjustment to the new identity. Whilst there 
was much emphasis in rehabilitating the patient and encouraging adaptive coping 
strategies, there was comparatively little intervention given towards the family 
member carers. This inspired me to investigate how family members adjust to the 
changed roles and additional demands and how they cope with this change itself.
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This literature search was compiled by conducting several searches in the 
target areas using electronic databases such as Psychlnfo, Medline, Psy Articles 
amongst others. Appendix 1 contains a list of search terms used. Google Scholar was 
also used to generate additional results. Further papers were located following 
references from papers found in the original search.
Introduction
Headway defines ABI as:
“an injury caused to the brain since birth. There are many possible causes, including a 
fall, a road accident, tumour and stroke.”
(www.headwav.org.uk)
Headway estimates that around one million people attend Accident and 
Emergency every year with head injury, most are classified as minor however around 
10% are moderate and 5% severe. Despite many achieving a good recovery, 
sometimes cognitive and behavioural symptoms remain long after physical recovery. 
Loss of motivation, impulsivity, under-regulation of emotions, difficulties in attention 
and memory and what many relatives describe as ‘personality changes’ are some of 
these remaining sequelae. There has been research into the identity change that ABI 
survivors undergo (Gracey et al., 2008) as a result of their changes, indeed this is 
recognised in a quote from a relative of a ABI survivor; “she is totally a different 
person than she was.*”
Family Caregivers After Brain Injury
Family members often become the primary caregivers to their relative after 
ABI and are the main source of interaction and support (Finset, 1995). A number of 
studies that have documented increased levels of stress in familial relationships after 
brain injury (e.g. Knight et al., 1998; Kreutzer et al., 1994). Perhaps as a consequence 
of the experienced burden, there is a higher frequency of mental health difficulties in 
carers for ABI patients compared to those with physical difficulties (Livingston, et al.,
1996). This pattern of increased stress and mental health difficulties when caregiving
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is mirrored in other areas such as caring for a relative with Alzheimer’s disease (i.e. 
Croog et al., 2006) and Multiple Sclerosis (Buhse, 2008). Families in which a member 
has a brain injury have a higher incidence of anxiety and mood disorders as well as 
social difficulties (i.e. Marsh et al., 2002; Sinnakaruppan, 2001). In a comparison of 
carers of those suffering from dementia with ABI victims, Jackson et al., (2009) 
found that burden, quality-of-life and mental health were worse for ABI carers.
Models of Coping
The Perceived Stress Model of Caregiver Burden (Chwalisz, 1992 & 
Chwalisz, 1996), the Stress Process (Pearlin et al., 1990), and the Resources Model of 
Coping (Holahan et al., 1996 & Holahan et al., 1997) are frameworks that focus on
*Quote from http://www.carepages.com/forums/emotional-health/topics/790-tramatic-brain- trCSSOrS (sO C ia l
or psychological) can be moderated by extraneous tactors and the outcome is often 
measured in terms of quality of life or well-being (Pearlin & Skaff, 1995). 
Importantly, all of the above models focus on what mediates the caregiving 
experience rather than factors such as behavioural problems in the injured person. 
The models suggest that coping strategies of the spouse or family member caregiver 
can be a mediator of the perceived stress/burden.
Lazarus & Folkman (1984) introduced the concept of emotion focused and 
problem focused coping strategies which aim to manage the source of stress and 
emotions relating to stressors (Folkman & Lazarus, 1980, 1986; Lazarus & Folkman, 
1984). Studies investigating coping styles have found that the perceived ability to 
control a situation elicits more proactive coping strategies (Karasek & Theorell, 
1990), whereas avoidance focused strategies are more commonly found where the 
situation is perceived as uncontrollable (e.g. Anshel & Kaissidis, 1997; Lazarus & 
Folkman, 1984; Roecker, Dubow & Donaldson, 1996).
Lazarus and Folkman (1984) proposed an initial concept of coping and this 
has been developed further by Higgins & Endler (1995) who defined coping in terms 
of three categories: task-orientated or problem focused coping, emotion-focused, and 
avoidance-focused. Task orientated strategies involve tackling the problem directly
14
and can involve problem solving to reduce the amount of stress it causes. Emotion 
focused strategies are attempts to alter the emotional response elicited by the stressor; 
examples of this may be seeking social support or talking about the emotions. 
Avoidance focused strategies are those such as denial, directly avoiding the situation 
or engaging in other activities to avoid confronting the stressor directly (Lazarus and 
Folkman, 1984).
This essay will explore coping as a mechanism for moderating the impact of 
caregiver burden. The following section presents some of the recent research that has 
investigated coping strategies in ABI caregivers.
Coping With an Injured Partner
Blais & Boisvert (2005) and (Verhaeghe et al., 2005) reviewed the literature 
around psychological adjustment following a brain injury and identified a number of 
studies that had investigated coping in families in which a member had suffered a 
brain injuiy therefore this review will focus mainly on literature published since 2005. 
In their review, Blais and Boisvert point out that a number of studies have found 
conflicting results around the outcomes of differing caregiver coping styles, a 
summary of these results is given below;
Study Assessment Tool
Outcome
Measure Key Findings
Sander et 
al. (1997)
Ways of Coping
Questionnaire
(WOC)
General Health
Questionnaire
(GHQ)
• Emotion focussed coping 
strategies are associated 
with lower psychological 
health.
• Problem focused coping is 
not associated with 
psychological health.
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• Social support was 
associated with reduced 
emotional distress.
Blankfeld
&
Holahan
(1999)
Coping Response 
Inventory; Family 
Support Scale* & 
Friends Support 
Scale*
Health & Daily 
Living Form, 
State Trait 
Personality 
Inventory & 
caregiver burden 
scale*
• Problem solving and 
positive reappraisal coping 
strategies are associated 
with improved 
psychological adjustment.
• Social support associated 
with reduced emotional 
distress.
Kosciulek
(1994)
Frequency of 
family coping 
behaviours*
General 
Functioning 
Scale from the 
Family 
Assessment 
Device (FAD)
• Positive reappraisal and 
family tension management 
are predictive of family 
adaptation
Wade et 
al. (2001)
COPE (Carver et 
al., 1989)
The Impact on 
Family Scale 
(lOF-G; Stein & 
Jessop, 1985), 
Brief Symptom 
Inventory & 
FAD
• Denial was associated with 
increased caregiver distress 
and seeking support with 
more favourable outcomes
* Scale constructed by the researcher for the study
Hanks (2007) studied sixty caregivers of individuals who had sustained a 
traumatic brain injury. Injured persons were an average of 4 years post event and the 
study accommodated a range of injury severities from those with a Glasgow Coma 
Scale (GCS) score of 3 to 15. The carers were mostly parents or spouses of which 
most (73%) were female. Coping in this study was measured using the Coping 
Inventory for Stressful Situations (CISS; Endler & Parker, 1990) and on the grounds 
of psychometric properties and clinical interest, the authors of this study chose to use 
the task-oriented, emotion-oriented, and avoidance-oriented scales. The findings of 
Hanks et al’s study supported previous research suggesting that social support was 
important in minimising the impact of caring on well-being. Coping styles that were
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task focused were reported to increase satisfaction with the caring relationship 
compared to emotion focused strategies.
Most of the research to date that has examined coping strategies in situations 
such as acquired brain injuiy have used questionnaire measures and other self-report 
techniques to measure outcomes. There are some long-standing issues in using self- 
report measures of stress and coping (Lazarus & Folkman, 1984), one study that 
attempted to address this by using additional physiological measures was by Tumer- 
Cobb et al., (2010).
Tumer-Cobb et al., (2010) examined diurnal cortisol levels and compared 
these with self-reported coping strategies using the brief COPE (Carver 1997). 
Qualitative data were also obtained around the influence that their partner’s brain 
injury had had on them. This study appears to be well designed and the mixed 
method combination captures both the biological expression of caregiver strain 
through measured cortisol levels and the felt experience through an open-ended 
question and qualitative analysis. The results of this study indicated that acceptance 
and use of religion coping were associated with lower salivary cortisol levels over all 
three time points examined in the study (admission, 6 weeks and 3 months). The 
Acceptance scale captures functional coping strategies where the carer accepts the 
reality of the situation and endeavours to deal with situation (Carver et al., 1989). 
This broadly maps on to the concept of task-focussed coping discussed in the study by 
Hanks et a l, (2007).
Positive reframing (changing perspective and focusing on positive aspects) 
was negatively associated with cortisol levels at 3 months follow up, and avoidance 
was associated with increased distress at admission however there was some observed 
decline by 6 months follow up. Although there were certainly useful findings from 
this study there are some methodological flaws, for example the authors did not 
specify the amount of time lapsed since injury, the impact of which on adjustment is 
discussed fully below. Participants were recruited from a brain injury rehabilitation 
unit that accommodates acute, complex and deteriorating cases, suggesting a wide 
range of time frames since initial injury. There was also significant variability in the 
severity of injuries that the patients had suffered, the reported GCS range was 3-15.
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GCS score (Teasdale & Jennet, 1974) has been used for many years as an indicator of 
likely outcome and continues to correlate well with outcomes 1 year post injury (e.g. 
Jiang, 2004). Differences in the presenting difficulties of the patient may influence 
the strain on the carer.
Another study that indicated a positive effect of reframing was that by Carnes 
& Quinn (2005) who studied 123 family members of 65 patients in Atlanta, Georgia. 
The patients in this study had been injured significantly more recently than many 
other studies with a mean of 57.5 days since injury. Patient GCS scores that ranged 
from 3-15 with a mean of 6.32 indicating most had a severe injury. Carnes & Quinn 
used the Family Crisis Oriented Personal Evaluation Scale (F-COPES; McCubbin, 
Olson, and Larson, 1981) to assess coping, a measure that uses five subscales 
including acquiring social support, reframing, seeking spiritual support, mobilizing 
family and friends to acquire and accept help, and passive appraisal. In addition to 
assessing coping strategies, Carnes and Quinn made attempts to control for factors 
such as premorbid relationship quality (assessed using the Intergenerational Solidarity 
Scale; Gronvold, 1988). Participants in this study were also asked to rate behavioural 
and memory problems (Memory and Behaviour Problems Checklist; Zarit, Orr, & 
Zarit, 1985) exhibited by their relative. Outcome measures in this study were 
relatives’ psychological distress, measured using the Brief Symptom Inventory (BSl; 
Derogatis & Spencer, 1992) and familial functioning, measured using the Family 
Adaptation, Partnership, Growth, Affection, and Resolve Scale (APGAR; Smilkstein, 
Ashworth, & Montano, 1982). The former measure particularly has good reliability 
and has been widely used, the latter also has good reliability and validity.
Carnes and Quinn’s study had several key findings; in contrast to other studies 
in this area, no difference was found between outcome variables and whether the 
relative was a spouse or parent. Carnes and Quinn, cite other older research that also 
did not find any difference between the two roles (i.e. Allen, Linn, Gutierrez, & 
Wilier, 1994; Livingston, Brooks, & Bond, 1985) and comment that the area has 
mixed results however these results may be explained by the short time since injury; 
in this paper, the mean time since injury was low and the majority of patients had 
been injured for less than 115 days. It may be the case then that the spouses and
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parents of the patients were still in the initial stages of adapting to the needs of the 
relative and full role changes had not yet occurred.
Other findings of the study were that reframing and social support as well as 
financial security were associated with reduced psychological distress. The amount 
of emotional and behavioural change presented by the patient was significantly 
related to psychological distress.
Ethnic Diversity in Coping
A cross-cultural study by Hart et al., (2007) revealed that African Americans 
spent more time engaged in direct caregiving compared to white families and reported 
higher levels of depression. White families were also more likely to use support 
services offered. Sander et al., (2007) looked at caregiver coping and the influence of 
ethnicity on the choice of coping strategies. The sample was relatively large, (195 
caregivers) divided into those who had suffered a severe injury (GCS less than or 
equal to 8) and mild to moderate injuries (GCS 9-15). In this study, the Ways of 
Coping questionnaire (WOCQ; Lazarus & Folkman, 1988) was used to assess 
strategies for coping however the authors chose to examine only particular emotion 
focussed strategies (escape-avoidance, accepting responsibility, distancing, and self­
controlling). The authors cite previous research in the area as rationale for focusing in 
this way however they also state their study is the first to examine the impact of 
ethnicity in coping with brain injured relatives. It could be argued therefore that use 
of the above specific aspects of coping may be restrictive given the aims of and target 
population of the research. This research did reveal that black and Hispanic carers 
were more likely to make use of distancing and accepting responsibility coping 
strategies.
Challenges in Current Coping Research in the ABI Field
Time Since Injury
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In the various studies that have looked at familial adjustment since brain 
injury and indeed the studies reviewed here, there has often been a wide range of time 
elapsed since the injury itself. Lezak (1986) proposed that family members went 
through a series of reactions to the injured person from up to 3 initial months, 
immediate happiness that their relative has survived, through to discouragement, guilt 
and depression as particular difficulties remain and finally feeling a sense of 
mourning and reorganising emotionally at around 15 to 18 months post injury. The 
studies reviewed herein investigated families at various time points post injury; 
Sander et al., (2007) followed clients up two years post injury, Carnes & Quinn’s 
(2005) participants were at most 1.13 years post injury and Hanks et al.’s (2007) 
participants were an average of 4.2 years post injury. Tumer-Cobb (2010) and 
Kosciulek (1994) do not state time since injury, Blankfeld & Holahan’s (1999) 
participants were a mean of 6.8 months post injury. One study that did make an 
attempt to control for time since injury within their study was that of Sander et al., 
(1997), who separated their participants into different post-injury intervals: early (0± 
6 months); intermediate (6 months± 1.5 years); and long-term >1.5 years. The 
varying times since injury may have had an impact on the types of coping strategies 
used. The varying times also results in difficulty comparing studies.
Gender Differences in Coping Style
Existing research into coping has suggested sex differences in coping styles 
and this has not been accounted for in any of the research reviewed within this paper. 
Studies in this area have established that women are more likely to use emotion- 
focused strategies for example crying, seeking help, dwelling on the source of distress 
compared to men (Anshel, Sutarso, & Jubenville, 2009; Howerton & Van Gundy, 
2009; Li et al., 2006).
In early research by Wilier (1991) sex differences were found in coping 
strategies employed by male and female partners of those who had suffered ABI. In 
this pilot study, the researchers found that female spouses of brain injured men 
utilised support groups as a coping strategy whereas men placed more emphasis on 
suppressing feelings. In addition, Livingston et al., (1996) found that female gender 
was a significant predictor of psychiatric illness when caring for a relative with a
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mental health problem. In most of the studies reviewed in this and previous analyses 
of the literature, both sexes have been used in one sample. It would be useful in 
future research to make an attempt to control for gender differences in coping styles.
The Effect of ABI on Marital Versus Parental Relationships
Although Carver et al. did not find differences between spouse and parent 
caregivers, other literature suggests different spouses experience different types of 
strain compared with parents. Early research by Lezak (1978) indicated that an injury 
had a greater emotional impact on the uninjured spouse and Kreutzer et al., (1994) 
noted increased levels of depression in spouse caregivers compared to parents. 
Married couples have been found to be dissatisfied with their marriages after brain 
injury (Charles et al., 2007) and indeed there are significant separation rates following 
brain injury (for example Tate et al., 1989; Thompson, 1984; Wood & Yurkadal,
1997).
In contrast to these, Klonoff (2006) found that 79% of their sample had 
remained married or in a stable relationship since injury however approximately half 
of the sample used in this study were less than 4 years post injury. Many studies of 
marital breakdown following ABI cite around 6 years post injury as a ‘high risk’ time, 
in fact Wood et al., (2006) comment that it around this time period partners become 
aware that their spouse’s behaviour is unlikely to improve significantly. Wood and 
Yurkadal (1997) made some comparisons with their data on relationship breakdown 
and national statistics; they accept that this is difficult as their sample included both 
those who had separated and divorced whereas The Office for National Statistics only 
hold data for divorce. Wood & Yurkadal cite the national incidence of divorce for 
people under 35 in 1995 as 38.7% which is higher than the divorce rate in their 
sample. However they also comment that a significant number of their participants’ 
relationships changed to become carers rather than becoming divorced. This may in 
part explain some of the variation in reported divorce rates.
It is clear that an acquired brain injury has a significant effect on the quality of 
spousal relationships; Blais and Boisvert (2005) posit that caregiving spouses undergo
21
significant role changes as well as losing a key source of emotional support and 
companionship, sexual intimacy and empathie communication. Families with 
children may also lose support in caring for children. Further research into the area of 
caregiver coping would benefit from separating the two roles and looking at the 
experiences of spouse versus parent caregivers in order to clarify the nature and 
impact of stress and burden in these two groups.
Implications for Clinical Practice
This review of the recent literature highlights several issues that are important 
to consider in future clinical practice. Firstly, as relatives become the primary 
caregivers after a person has experienced a brain injury, it is of utmost importance 
that the health and well-being of this person is considered alongside that of the injured 
party. Many brain injury rehabilitation programmes are moving towards greater 
involvement of the family in rehabilitation however it appears an unmet need to 
support relatives still remains. At the very least, perceived social support appears to 
increase life satisfaction in carers (Ergh, 2003). This issue seems to be particularly 
important in ethnic minority groups where research suggests carers have greater strain 
and are less likely to seek out support. I would actively encourage carers of those 
with a brain injury to accompany their relatives to appointments and to plan time in 
which they are able to engage in activities to aid their coping and foster positive well­
being. In a qualitative study of multiple family group experiences, Charles et al.’s 
(2007) participants reported the groups to be helpful in providing a supportive 
environment in which they could share experiences and discuss difficult experiences 
(for example violence in the family). This study reinforces the benefit of supportive 
group experiences for relatives.
In addition to the value of support identified by Charles et al.’s participants, 
the benefit of sharing knowledge was also identified. Participants discussed ABI 
sequelae within the group that led to mutual clarification of misunderstandings, for
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example, it was not uncommon for families to expect a full recovery. There were also 
misunderstandings around terminology, for example
“one family understood ‘short-term memory difficulties' to mean that the memory 
problems would he short-term. ”
Charles et al., (2007), pp. 71
Charles et al. comment that misunderstandings such as these would lead to 
conflict within the family from the belief that the injured party may be malingering. In 
addition, Lezak (1986) commented that few families have any expectation or 
understanding of the behavioural consequences of moderate to severe head injury. In 
my clinical experience, this was the case in some families, at times believing that as 
the person was over a year post injury they should be better. Often patients believed 
that others drew comparisons with physical injuries, understanding that the course of 
recovery would be the same. I believe that increased psychoeducation for relatives 
would be helpful in orientating them to the changes in their relatives and helping them 
to understanding the changes that are not visible as physical injuries are. Helping 
patients’ families to understand particularly the emotional and cognitive sequelae of 
brain injuries may assist them in the adjustment process.
In their review, Blais & Boisvert (2005), also identified the lack of research 
but also pointed out that in general, coping skills are linked to reduced distress in 
couples facing other stressors and they also identify that the Couples Coping 
Enhancement Training program (Bodenmann & Shantinath, 2004) may be helpful in 
facilitating adaptive coping where one partner has become injured.
Conclusions
The objective of this review was to review the recent literature on coping in 
caregivers after a relative had suffered ABI. Reviews published in 2005 identified 
that there was some conflicting results as to whether emotion focused or problem 
focused coping strategies led to improved psychological health. There continue to be 
methodological problems in interpreting results from the wider literature such as time
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since injury, differences in carer role and sex differences however it broadly supports 
the idea that task focused strategies can increase satisfaction with the caring 
relationship and promote family functioning. Other problem focused strategies such 
as accepting problems were also linked with decreased stress as measured by cortisol 
levels in Tumer-Cobb’s (2010) study.
In summary, it appears that of the studies that have looked at coping strategies 
in carers of ABI patients, social support is a key factor in not only enabling carers and 
patients to decrease the social isolation that frequently follows injury but also 
increases their opportunity to engage in adaptive coping strategies. These strategies 
may be problem focused, for example engaging in problem solving with others or 
emotion focused, such as talking to others and having a ‘shoulder to cry on.’ Which 
strategy is of greater benefit, and at what time during the adjustment process, remains 
to be clarified through future research.
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Appendix -  Search Terms
Psychinfo, PsycARTICLES, Psychology and Behavioural Sciences Collection, 
Medline:
Brain injury families
Brain injury couples
Head injury couples
Marriage brain injury
Mood disorder carer brain injury
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The vast majority of applied psychologists and psychotherapists are 
female, as are their clients. However many men experience 
psychological or emotional distress but are not accessing the psychological 
services provided. To what extent are psychological services inherently 
feminised and therefore doomed to exclude men?
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Introduction: The mental health of men
Data from the UK Equality and Human Rights Commission Triennial Review
(2010) report that in England the suicide rate for men was 17.7 suicides per 100,000 
population compared with 5.4 per 100,000 for women in 2008. There has been an 
increase in suicide rates among men in Scotland, from under 500 in 1981 to 630 in 
2008. Mental health problems in men are not only associated with suicide but also 
homicide, with men involved in 90% of such cases (Logan et al., 2008). Although 
depression is diagnosed and treated twice as often in women (Real, 1997) there is 
evidence to suggest that it occurs as often in men as in women (Royal College of 
Psychiatrists, 1998).
This essay explores the aspects of masculinity that result in men being less 
likely to seek help for psychological difficulties but also suggests that aspects of 
psychological services such as diagnostic systems, a high female to male staff ratio 
particularly at basic grade or therapist level and some aspects of service setup are 
feminised. This creates further obstacles to men seeking appropriate support when 
experiencing distress. In addition, however, this essay draws on feminist critiques of 
Psychology to question whether there is, in fact, a true difference in the mental health 
of men and women. An alternative perspective is offered which highlights the fact 
that men who are employed within Clinical Psychology are in powerful management 
positions rather than ‘front-line’, therapeutic roles. Despite some of these difficulties, 
this essay will argue that psychology is not doomed to exclude men and that there are 
ways in which psychologists can address the balance and be more inclusive of men.
Are Men Less Likely To Seek Help?
There are a number of stereotypes that characterise men’s help-seeking 
behaviour that include reluctance to ask for help with medical issues and avoidance of 
discussing feelings and emotions with both family members and professionals. In 
their article about men’s help-seeking behaviour, Addis & Mahalik (2003) cite 
research that has supported popular beliefs about men’s reluctance to seek
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professional help. For example they report several studies that have shown men as 
less likely to seek help with depression, substance abuse, physical disabilities and 
stressful life events.
There is diversity among cultural groups of men around help seeking 
behaviour, for example, men from many minority ethnic backgrounds seek 
psychological help less frequently than other men (Chandra et al., 2009). For 
example, researchers in the US have found that Asian American, African American, 
and Latino American men are all less receptive to psychological help than European 
American men (Husaini et al., 1994). Gay men tend to seek out treatment at higher 
rates than heterosexual men (Cochran & Mays, 2000).
Conceptions of masculinity vary across cultures however men in countries 
such as the UK and US are exposed to messages such as “boys don’t cry” from an 
early age. Expressions of emotion such as crying in boys can result in them being the 
subjects of mockery as it may be interpreted as a “sign of weakness.” It is not 
surprising then that behaviours that may be seen as showing vulnerability, such as 
help seeking are viewed negatively and avoided by men (Pederson & Vogel, 2007).
Dual aspects of stigma are also thought to influence men’s help seeking 
behaviour. Self-stigma (the perception held by the individual that he or she is socially 
unacceptable) is an additional factor that is present in some men that has been 
associated with reduced likelihood of disclosure and a lower likelihood to seek help 
(Pederson & Vogel, 2007). Social stigma (perception held by society that the 
individual is socially unacceptable) around help seeking may be perceived by men 
(Timlin-Scalera et al., 2003) who may believe that they would be judged negatively 
for discussing particular issues with a therapist (Martin et al., 1997). For example, 
Conrad and White (2010) discuss war veterans’ removing themselves from therapy 
waiting lists or refusing therapy due to shame around the problem or fears around 
disclosure to inexperienced female therapists.
Kingerlee (2011) proposed a transdiagnostic model of male distress to account 
for men’s reluctance to seek help (see figure 1). At the heart of the model is the Male 
Specific Profile (MSP), which is centred on men being subject to neurological.
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developmental and cultural pressures during development and particularly at times of 
stress, these pressures interact to impact on functioning. The MSP draws on schema 
theory (Young et al., 2003) and proposes four areas, or schemas, which interact to 
make men more vulnerable to experiencing distress and reduces likelihood to seek 
help. These are as follows:
i) Status Seeking -  This aspect of the MSP proposes that men are 
more concerned with seeking status and ‘saving face’ and in times of stress or 
when their status is threatened, males’ are more vulnerable to psychological 
difficulties
ii) Empathie Potential - A second aspect of the MSP is that men 
are less empathie towards themselves than women and are more intolerant of 
their own vulnerability. Men may feel and behave as deprived of care by 
others (including health services).
iii) Emotional Potential -  Kingerlee cites evidence supports the 
notion that women are freer in emotional expression compared to men and 
men are more likely to discount or avoid negative feelings. Men might 
therefore be less emotionally skilled when they encounter problems.
iv) Shame-avoiding -  As psychological distress itself is a threat to 
status, men may react to this with a sense of shame. Help-seeking might be 
seen as a further insult to status, therefore this is avoided also.
Psychological trauma triggers awareness of distress but then the MSP interacts 
with this to activate metacognitive beliefs around negative feelings being 
unacceptable, shameful and to be hidden from others. Kingerlee (2011) also proposes 
that when these beliefs are activated, a Reflection Abandonment Menchanism (RAM) 
is also launched. RAM prevents further reflection on the man’s psychological 
distress, which he perceives as shameful and encourages him towards recognised 
externalising behaviours such as substance misuse, ‘acting out’ or antisocial 
behaviours such as violence. RAM is also proposed to discourage men from seeking 
help from others including those with whom he shares an intimate relationship.
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Figure 1 -  A transdiagnostic model of male distress. From Kingerlee (2011)
N eurological
factors
A w areness/Intrusions o f  
distress
C ritical incident:
e.g. separation or divorce
Developm ental
factors
M eta-beliefs activated
Reflection abandonm ent 
m echanism
Cultural
factors
M eta-beliefs, inch:
•  ‘I m ust not be 
w eak’
•  I m ust not show 
m y feelings’
Physiological responses:
•  Stress reactions
•  Sham e
•  Som atic expressions 
o f  distress
•  A nger
Cognitions:
‘I feel distressed, but 1 
cannot show  it’
‘1 am  w eak /  a failure’ 
‘I am  sham eful’
Behaviours:
Externalising: substance 
abuse, ‘acting ou t’ 
H elp-seeking blocked 
Suicide; hom icide
Construction o f  
M ale-specific profile:
Status-seeking 
Em otional potential 
Em pathie potential 
Sham e-avoi ding
38
Barriers to and biases in Psychological support 
A differential expression of distress?
A recent survey by the mental health charity Mind showed that men were 
almost twice as likely to get angry when worried as women (Mind, 2009). When 
experiencing mental distress then, men tend to externalise their symptoms so 
disruptive, violent and antisocial behaviour may be thought of as emotional 
expression. Such ‘acting out’ contrasts with the way in which many women tend to 
‘act in’ when depressed. ‘Acting in’ behaviours include reduced self-esteem, ideas of 
guilt and decreased concentration (WHO, 2002). Kilmartin (2005) makes a 
differentiation between a masculine and a feminine depression and argues that The 
DSM-IV criteria for depression describe a feminine, ‘acting in’ mode.
Using DSM-IV criteria, it is not surprising that women are diagnosed with 
depressive disorders twice as often as men. Kilmartin (2005) proposed that masculine 
symptoms of depression should include: bad temper, aggression, substance abuse, 
physical and sexual risk taking, emotional numbness, over-involvement in work or 
sports, and impoverished friendships. Studies have shown that men suffering from 
depression experience symptoms such as these more commonly (for example, 
Cochran & Rabinowitz, 2000). Some authors refer to these collective symptoms as a 
male depressive syndrome (for example, Winkler et al., 2005).
If, as Kilmartin (2005) suggests, there is a masculine and feminine expression 
of depression, it could be argued that mental health services are predominantly set up 
to deal with the feminine expression. Although more satisfactorily accounted for by 
the diagnostic criteria, there are also gender differences in expression of borderline 
personality disorder (BPD). Johnson et al., (2003) reported that men with BPD were 
more likely to present with substance use disorders, and with other PDs such as 
schizotypal, narcissistic, and antisocial, whereas women with BPD were more likely 
to have concurrent post traumatic stress disorder, eating disorders, and fulfil the 
identity disturbance criterion of BPD. In addition to differences in expression of 
emotional problems, there is greater recognition of the impact of life events on 
women, for example anxiety and depressive symptoms are common during and
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following pregnancy (Evans et aL, 2001). Women in the postnatal period are also at 
risk of new psychotic illness (puerperal psychosis) and relapse of established mood 
disorders (Cohen et al., 2006). Madsen (2009) points out that despite the known 
impact of becoming a parent on women, there has been limited research on men’s 
emotional difficulties during this period.
Unfortunately however, these men often do not receive help with their 
psychological difficulties in the criminal justice service, of which 95% is male 
(Wilkins & Kemple, 2011). Men detained in secure hospitals due to severe mental 
health problems have more access to psychological support however by this point 
their mental health needs may have remained unrecognised for some time.
Accessing Services
“Why don't men go to the doctor? Because the NHSfocuses so much on 
women, because men are not brought up with health issues like women are, because 
your local health centre is like a women's centre, because men are under pressure as 
breadwinners not to take time o ff for the doc. ”
This comment is made by a member of the public and is listed in response to 
an article on the BBC website entitled “Why are men reluctant to seek medical help?” 
(Geoghegan, 2009). This man’s experience of health services is one biased towards 
the needs of women and is echoed in the views of other male service users featured in 
Delivering Male (Wilkins & Kemple, 2011). Mind’s ‘Men and Mental Health’ report 
cited a similar result in a survey by Men’s Health magazine, however additionally 
suggested that health services could include more male health clinics and male staff 
and also men’s magazines in waiting rooms. A second issue was GP opening hours, 
many of the men commenting that GP appointment times were quite inflexible and it 
was difficult to fit an appointment in with working hours.
In physical health services, Kirkcaldy et al., (2011) reported on a community 
health check project carried out in a population of older men. This qualitative and 
quantitative study reported that men spoke about the service they had received 
positively in comparison to their experiences of primary care. Many of
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the men reported making positive lifestyle changes as a result of the project such as 
giving up smoking, reducing alcohol consumption, increasing exercise and healthy 
eating. There have been attempts to open up Psychology services to men in the 
community, for example a project in Gamock Valley run by NHS Ayrshire & Arran.
This project, which was led by Consultant Psychologist Peter Ronald, offered a drop- 
in clinic for adult men who may have previously found it difficult to access services 
(see http://www.nhsavrshireandarran.com/view item.aspx?item id=2363).’
It seems however, that there are not only issues in the availability of service 
but perhaps also the approach of services to men. A study of barriers to men 
accessing psychosocial support in rural Australia (Corboy, 2011) found that men not 
accessing formal support cited both adequate informal support and subjective 
judgements about perceived need as reasons. Availability of services was seldom 
cited as a reason for not accessing support by clients however was emphasised by 
health professionals.
How can Psychologists work towards more balanced services?
Engaging Men in Psychological Services
Psychologists may be more sensitive to the unique issues around men’s 
distress that are highlighted in Kingerlee’s (2011) model. This
' l ijit n y j
may firstly be achieved through service developments to engage ^
men. In England, former boxer Frank Bruno and cricketer , % & Z,
ear \
Marcus Trescothick have supported the ‘Time to Change’ j I j  11 y  . - - ^
campaign led by Mind and Rethink. Both sportsman have spoken
about their lived experiences and produced campaign material
n,NCw«r-. 0
(see appendix 2). Time to Change also supported a campaign Figure 2 - Leeds Partnerships n h s
Foundation Trust. NHS Leeds and partners
with Leeds Partnership NHS Trust specifically to reduce stigma 'Bails to stigma’ campaign 
in men’s mental health. The campaign used the poster illustrated
Unfortunately this or similar projects do not appear to have been evaluated therefore it is difficult therefore to judge the efficacy 
of such interventions.
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in figure 2 and involved a charity event at Leeds United football club in order to 
engage men and work to reduce stigma in the community.
Once men are engaged, it is vital to ensure that therapies are appropriate 
considering the differences to female expressed distress. In the United States, 
psychotherapists have begun to develop male-specific adaptations to standard 
treatments (Good & Brooks, 2005). In the UK some therapies such as Dialectical 
Behaviour Therapy (DBT; Linehan, 1993) are used with male forensic client groups 
with some adaptation for the clients’ gender and appear to have some success (i.e. 
Evershed et al., 2003). The adaptations made in delivering DBT by Evershed et al., 
(2003) were predominantly in the skills training module (which, in it’s original 
format, contains very feminine strategies) for example suggesting that patients ‘watch 
a football match’ instead of ‘have a facial.’ Importantly, DBT adapted in this way 
does not appear to have been validated as yet.
Increasing knowledge and evidence base
Historically there has been relatively little attention paid to the psychological 
fiinctioning of men (Wilkins, 2010). In recent years however there have been articles 
and recommendations published by Mind (for example ‘Delivering Male, 2011 and 
‘Men and Mental Health, 2009) and the National Mental Health Development Unit 
(for example ‘Untold Problems,’ Wilkins, 2010). All of these papers have highlighted 
the challenges of engaging men in mental health services and recommended greater 
recognition of the psychological needs of men. Roger Kingerlee’s (2011) model of 
male distress has been presented in this essay and Kingerlee himself identifies that 
there are few psychological models specific to men. Although there has been 
research highlighting ethnic and cultural differences in men’s help seeking, 
Kingerlee’s model does not appear to adequately account. Additional research in this 
area would help health professionals to support men from both majority and minority 
backgrounds.
There has already been a growth in research into women’s experiences and 
there are over 40 journals specific to women however there are fewer than 10 journals 
dedicated to men (Seager, 2011). It is notable that most men-specific journals are
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interdisciplinary whereas there is a Psychology-specific academic journal for women, 
Psychology of Women Quarterly.
Sensitivity to Gender Issues
In a variety of mental health settings, both men and women are employed in 
nursing positions, however women predominantly provide psychological services^. 
Despite a thorough literature search, there did not appear to be any research 
examining men’s experiences of female therapists however a piece of service 
evaluation work carried out by the University of Leeds (Bryant et al., 2007) suggested 
that the gender of the therapist was an important ‘therapy variable’. Both male and 
female participants in this service evaluation felt that they would have liked more 
choice regarding the gender of their therapist. Six people in the evaluation (including 
one man) expressed a strong wish to have a female therapist. Although two men did 
not state strong preference, they reported that there may find talking to a female 
difficult in some instances. Details of what might be difficult to talk to a woman 
about was not included in the report and the men who made these remarks had male 
therapists.
Health professions such as Psychology, however, have seen a decrease in the 
number of ‘front line’ male employees. The A?A report, "The Changing Face of 
American Psychology," (Howard et al., 1986) published data showing that the 
percentage men awarded PhDs in Psychology has fallen from nearly 70 percent in 
1975 to less than 30 percent in 2008. These data excluded PsychD degrees however 
an article published in the clinical psychology forum ‘Psychminded.co.uk,’ Seager 
(2011) reports that the number of females entering Clinical Psychology doctoral 
training programmes in the UK far outweighs that of men. Given that some men 
would prefer to work with a male therapist, it may be necessary to make more effort 
to recruit male Clinical Psychologists to accommodate the needs of these men. 
Canterbury Christ Church University College (Helm, undated) produced a summary 
report of a series of interviews and focus groups, which included Higher Education
2
This essay was inspired by my experience of working in a high secure hospital with personality-disordered men. The hospital 
treatment pathway included a ‘Men Talking’ group, followed by Dialectical Behaviour Therapy (skills training group) and 
offence specific therapies. It struck me that the Men Talking group was perhaps one of the most important groups in this 
pathway however I wondered whether it was helpful that this group was facilitated predominantly by women?
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(HE) careers advisors, male Psychology undergraduates and trainee Clinical 
Psychologists. The data collection aimed to examine views of Clinical Psychology. 
Although male trainees felt that they were now used to it, they suggested that men’s 
minority status in both undergraduate and postgraduate Psychology courses might 
deter males from applying. The expectation of rejection by courses and poor financial 
earnings in the early career years were also central concerns to male trainees and 
psychology undergraduates. The report also stated that low pay was also a greater 
concern for men.
HE career advisors felt that men preferred ‘traditional’ roles and perceive 
‘caring’ roles to be less popular with men. In reviewing of the literature. Miller & 
Hayward (2006) concluded that males and females mostly prefer and aspire to 
occupations that they perceive as being gender-appropriate. Gottfi*edson (1981) 
considered the impact of sex-role stereotypes on job preference. She proposed that 
through childhood, young people combine information about the abilities required to 
perform various jobs, the status associated with the work and whether the role is 
carried out by mostly men or women. As children become more aware of gender with 
age, their potential choices become more limited. As gender is a central aspect of 
identity, young people would be most likely to seek a job that was gender-appropriate 
and would be least likely to compromise on this issue. Gottfredson, (1996) argued that 
for women who desire high status, they are restricted to male areas of work however 
for men, traditionally female work may incur a lowered employment status. Helwig 
(1998) argued that this dilemma entrenched boys in selecting ‘male occupations.’
Lack of understanding of the role of psychologists in higher status positions 
may be propelled by descriptions and images of psychologists in the popular media 
predominantly as therapists. Linfield (2011) highlighted that a large proportion of the 
general public are sceptical about Psychology’s scientific status, which may result in 
Clinical Psychology being viewed as inferior to medicine and thus of lower status. In 
his work, Linfield made recommendations through which Psychology may improve 
its public image. In order to attract more men to the profession of Clinical Psychology 
a greater emphasis can be placed on Clinical Psychologists as scientist practitioners. 
Perhaps through working towards a greater understanding of particularly 
Psychology’s links with science, more men might be attracted to the profession?
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Feminist Critiques of Psychology
Paula Nicholson (1992) argues that gender has only become an issue because 
the male dominance of the profession has been threatened. Nicholson (1992) states 
that women in Psychology are subordinate to men and that although Psychology is 
dominated by women at training and practitioner level, it is men who hold the 
positions of power. Indeed, a brief review of the gender of Clinical Psychology 
Doctorate Programme Directors using the clearing house website 
(http://www.leeds.ac.uk/chpccp/index.html) revealed that of the 30 courses listed^, 16 
had male programme directors compared to 10 female. Three courses had joint 
programme director positions held by one male and one female.
Research has suggested that women who aspire to achieve leadership positions 
have to contend with negative stereotypes about women such as perceived lower 
commitment to their career and less emotional stability (Heilman, 2001). It thought 
however that it is not just men who hold negative stereotypes about women in 
powerful positions; the ‘Queen Bee’ syndrome was described by Staines et al., (1974) 
to describe the behaviour of female leaders who actually legitimise the disadvantaged 
position of women in the organisation rather than questioning it. ‘Queen Bees’ are 
suggested to describe themselves in masculine terms and distance themselves from 
other women (Derks et al., 2011). So even if we have women in powerful positions, 
they may be vulnerable to the masculine discourses that predominate. Research has 
shown that populations of academics were vulnerable to the Queen Bee syndrome 
(e.g. Ellemers et al., 2004) therefore this is not a problem that is limited to large 
global organisations as one might think. Perhaps it is the balance of where men and 
women are located in the profession of Psychology, rather than the numbers per se?
Are we ‘medicalising women’s misery’?
Data for 29 of the 30 courses are reported here. One course was excluded as no information regarding course staff was 
available online.
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Thus far, this essay has presented evidence suggesting that men have a unique 
way of expressing distress and psychological services are currently set up in a way 
that is less able to meet their needs. There are however powerful critiques of 
Psychology from the feminist position that it is the ‘médicalisation of women’s 
misery’ that can account for the higher rates of mental health problems in women. 
For example, in relation to depression, feminists have argued that cognitive- 
behavioural theories designed to explain the higher rates of depression in women are 
undermined by a paucity of evidence for gender differences in the cognitive deficits 
thought to underlie depression (see Stoppard, 1989). The very concept of mental 
health problems in women is criticised by feminists on the grounds that positivist 
research methods driven by the ‘experts’ position women’s distress as 
psychopathology (Stoppard, 1999). Such biologically driven theories of depression 
serve to legitimise intervention whilst neglecting the social context such as gender 
inequalities (Cabral & Astbury, 2000), discrimination (Belle & Doucet, 2003) and 
gender roles (Ussher, 2010). In her comprehensive review of depression in women, 
Ussher (2010) emphasises the social constructionist nature of depression and stresses 
that we need to be aware of the gender differences present in mental health. Ussher
(2011) critiques the Diagnostic and Statistical Manual of Mental Disorders (DSM- 
IV-TR; American Psychiatric Association, 2000), on the grounds that they do not 
reflect an absolute ‘truth’ but merely the interests of a group of ‘experts’. She reflects 
on her experience of her mother’s ‘madness’ and the consequences of this label were 
used to justify an (predominantly unsatisfactory) intervention by the ‘experts.’ 
Ussher suggests that, for her mother at least, her ‘madness’ was more an 
understandable reaction to the situation that she found herself in.
Brain structural and functional sex differences between men and women (Judd 
et al., 2009) have been sought to explain both occupational choice and vulnerability to 
distress (Baron-Cohen, 2004). Fine (2010) offers the term ‘neurosexism’ to
summarise how, the differences between male and female brains are used by a 
patriarchal society to explain how women are more suited to particular roles such as 
caring for women and prevent women’s advancement. Fine (2010) argues that when 
society does not wish to admit that there are gender inequalities, sex-based differences 
in brain structure and function are a convenient explanation for the distribution of 
men and women in society. Fine agrees that there are sex differences in the brain
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however states that there are “a surprising number o f gaps, assumptions, 
inconsistencies, poor methodologies and leaps o f faith -  as well as more than one 
echo o f the insalubrious p a s f  (Fine, 2010, page xxvii) when attempts have been 
made to link structural differences to male and female roles.
Conclusions
This essay has explored some of the internal challenges that men encounter 
when they experience emotional distress but has also questioned whether there are 
true sex differences in rates of distress. Kingerlee’s (2011) model emphasises internal 
shame that men may associate with mental health problems and there remains stigma 
associated with emotional difficulties. These factors that are involved in the 
construction of masculinity may act as an initial barrier that precludes men from 
accessing services. The diagnostic systems such as the DSM-IV further compound 
the difficulties that men experience by not adequately recognising experiences such as 
depression. This is supposing that men truly do experience mental health problems at 
the same frequency as women. Feminist critiques such as that offered by Stoppard 
(1989) highlight that natural experiences in women are pathologised by a male 
dominated society. Contributing to this however, is the lack of research into men’s 
emotional experiences particularly in relation to traditionally female experiences such 
as childrearing and body image. In this manner, services are feminised and do not 
account adequately for men.
Therapeutically, Psychology staff are predominantly female and although 
some men may be satisfied with this, anecdotal evidence suggests that some men feel 
that female therapists do not meet their needs. This factor also contributes to 
Psychology being a feminised discipline. Although these aspects of Psychology are 
feminised, the profession is not doomed to exclude men. Attracting more men to the 
profession and being more aware of the issues that affect men may well help to 
balance the profession and reduce the internal and external stigma that men 
experience. In time, men may feel more included and less alone with emotional 
difficulties and thus male suicide rates and prison populations might be reduced. We 
must take care however, to avoid pathologising women’s emotional difficulties.
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whilst recognising that our different sexes require a different approach to assessment 
and treatment.
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Appendix one -  Graphical depictions of UK suicide rates by sex
These graphs illustrate the change in rates of suicides in males and females across the United 
Kingdom. These data are reproduced from the Equality and Human Rights 
Commission Triennial Review 2010.
Figure one -  suicide rates in England and Wales, 1991-2008
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Figure two -  suicide rates in Scotland, 1981-2008
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Appendix two -  Time to Change Campaign Material
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The Process of Change
This is an account of the group process that took place within the Personal and 
Professional Development Learning Group (PPDLG) of which I am a member, with 
particular focus on the Problem Based Learning task that we completed entitled “The 
Process of Change.” Any names used in this account are fictional to protect the 
identity of group members.
We were introduced to the concept of PPDLGs on the second day of our 
induction and on the same day title of ‘relationships to change’ was given to us. The 
first PPDLG was a very strange and new experience; we met and there was no 
structure to the session. On reflection, I think this was a difficult experience for me as 
the lack of structure was so foreign. In that situation I felt myself being somewhat 
ambivalent, wanting to be a leader for the group however at the same time 
experiencing doubt about my ability to do so and worry that I ’d be vulnerable if I took 
the group in an incorrect direction; at this stage however it was very unclear what, if 
anything, was incorrect. Our task and title felt vague so one of our group members 
asked for guidance as to what we should do, Lydia (our facilitator) said she could not 
give us that; I  think we were all a bit surprised and I certainly felt a little lost.
When Lydia talked about the format of the group and that we could have a 
chair and scribe if we wanted, the group felt tense; I was anxious about exposing 
myself to social evaluation in such an unknown situation. I feel that I was looking for 
a leader, a strong person to act as a guide in the absence of Lydia taking this role. I 
wonder if this is the same for clients when they first come to therapy, and if they seek 
structure and want the therapist to be a leader. I am currently seeing a lady with 
social anxiety difficulties who certainly looks to her therapist to provide direction 
during therapy and to ask the questions.
In the first PPDLG session, our discussion centred around the changes in our 
life that had led us to the course however in the second session, we discussed more 
about different types of change, for example geographical versus occupational 
change. By the third session, we were very much more task focused towards the
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presentation. Our discussions around what change meant enabled us to clarify the 
topic that we had been given; one of our group members spoke about Prochaska & 
DiClemente’s (1992) model of the stages of change and agreed to locate information 
to present to the group on this. Another group member introduced John Fisher’s 
model of personal change, the Transitional Curve (Fisher, 2003). This particularly 
appealed to me in terms of summarising my experience of change from assistant 
psychologist (AP) to trainee clinical psychologist. A visual illustration of this model 
is given in appendix one however, to summarise here, this model captures the changes 
in emotional experience as one adjusts to the change in circumstances.
The Presentation
Although as a group we found these models interesting and relevant, in the 
first two sessions we wanted concrete examples to apply these models to. In a 
previous AP post 1 worked with people who had acquired brain injuries. Gracey et 
al., (2008) propose that clients with ABl undergo identity change as a result of their 
injury therefore rehabilitation is about helping them to adjust to their new identity 
(from pre- to post-injury self). Part of this was to draw out a journey of their process 
of change and as we were discussing change 1 introduced this idea to the group. In 
order to illustrate what 1 meant, 1 offered to draw my own journey of change and 
share this with the group. My colleagues’ reactions were very positive and it was 
suggested that we use this as a basis for the presentation. At first 1 was flattered by 
this suggestion however in later sessions 1 began to feel increasingly vulnerable; 1 
wondered what my peers would think of me after 1 revealed my unexceptional 
academic history and second class degree from an average university. 1 wonder if the 
clients that 1 see in clinical practice may also feel vulnerable when sharing aspects of 
their life that they are ashamed of, particularly if they too are self-critical. 1 am 
currently seeing a middle aged lady who has always been a high-achiever, who came 
for help with social anxiety together with life stage difficulties. This lady has a black 
and white thinking style together with self-criticism and she may too feel vulnerable 
as a result of disclosing aspects of her life that she is ashamed of.
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Box 1 : Stages o f Behaviour Change
We chose to apply and evaluate Prochaska & DiClemente’s (1992) stages of 
change model to my journey of personal 
change. This model proposes that behaviour 
change can be defined in terms of distinct 
stages that are summarised in box 1.
Precontemplation; The person is not aware 
of the problem and as such, not ready to 
change.
Contemplation: The person becomes more 
aware of the pros of behaviour change and 
intends to adopt healthier behaviour in the 
next six months.
Preparation: The person prepares to take 
action in the next month; they take small 
steps towards behaviour change.
Action: The person has changed within the 
last six months and has to work hard to 
maintain behaviour change.
Maintenance: The person has changed their ; 
behaviour over six months ago and the focus 
is on being aware of situations that may 
cause slips into unhealthy behaviour.
It was an unusual experience applying 
a theoretical model to my own life 
experiences however it gave me a valuable 
opportunity to observe the clinical utility of 
such a model. 1 learned that it is difficult to 
identify distinct stages of change as specified 
in the model other than pre-contemplation. In a previous clinical role I used the 
Violence Risk Scale (VRS; Wong & Gordon, 2000), a tool to measure risk of 
violence that uses this change model. A patient’s risk was deemed to be reduced if he 
was judged to be in any stage of change beyond contemplation. I felt it was difficult 
then to judge what stage a patient might be at, and this does not seem surprising given 
that I found it difficult to distinguish between stages applied to my own life.
I wonder what stage of change some of the clients I see are at; I am shortly to 
facilitate a bulimia treatment group that will be aimed towards those in 
precontemplation to contemplation stages. I wondered however, if the fact that a 
person is accessing mental health services means that they are already in the 
contemplation stage? Further to this, would services for people in the 
precontemplation stage look fundamentally different to those in the contemplation 
stage?
The last two sessions were spent rehearsing the presentation and organising 
timings. We were aware that Lydia was only available for one session therefore we 
spent session five with her listening to our presentation in order to gain feedback. 
These were very task focussed sessions and it felt like we had achieved something at 
this point and had finally found the structure that we were looking for.
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At the end of the live presentation to the group, I felt very exposed; clinical 
psychology is competitive and I assumed most people in the room have at least an 
upper second-class degree. I was pleasantly surprised, however, when one of my 
colleagues approached me to say that they also had a lower second-class degree and 
that they shared my feelings of being inferior in some way when compared to others’ 
high academic achievements. I hope that clients may also get this sense from feeling 
understood and validated either from me as a therapist or, for my clients in the group, 
from each other. It was reassuring to know that T was not the only one’ and that 
another had had a similar background and been equally successful.
Reflections on the PBL Process
As a group there was an emphasis on consensus-based decision-making when 
it came to tasks and the direction in which to take the presentation. This style of 
group decision-making process was presented by Holman, Devane & Cady, (2007) 
and highlights group agreement before action is taken. A diagrammatic illustration of 
this process is given in appendix two. I feel that our early stage of group 
development and individual equality enabled us to use this decision making style 
whereas in the multi-disciplinary team (MDT) in which I work at placement, the 
hierarchy present means that some group members’ opinions (such as the Team 
Leader or Psychiatrist) are given greater weight than others. Of course there are pros 
and cons to using different styles of decision making, a discussion of which is beyond 
the scope of this account however I do feel that the style adopted was helpful in 
gaining ideas for and formulating the presentation because of the sense that all ideas 
were valid.
Three months on from the PBL task I have retained what I learned about the 
process of identity change that comes from changing both employment and 
geographical area. The process has given me a greater appreciation of the magnitude 
of change that I underwent and alongside this, the amount of change that I expect my 
clients to undergo. Participating in the PBL task was a valuable new learning 
experience that encouraged me to think in a novel way about the process of change.
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Although daunting at first, I now think the unstructured format allowed all the groups 
including my own to be creative and really consider what change meant to them.
Writing this reflective account has helped to consolidate my knowledge both 
of the theoretical models of change and how these models apply to those who I see in 
clinical practice who are seeking to change aspects of their emotional experiences or 
behaviour. It has been useful to reflect on how this group differs to others that I am a 
member of and that my clients are members of. As I am beginning to facilitate a 
treatment group, these issues will certainly be pertinent. This writing has also helped 
me to think about how lack of structure impacts on me and thus think about how it 
may impact on my clients who may not know what to expect from a therapy session. 
I have also become aware that I reach for structure as a form of safety seeking and I 
am sure that some clients may do this too. Taking the time to reflect on these issues 
has been useful at this point and I intend to continue to do this in the future.
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Appendix 2
The steps of the Consensus Decision Making process, reproduced from The Change 
Handbook (Holman, Decane & Cady, 2007)
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Introduction
Our task concerned a family in which the mother of twin girls had a learning 
disability (LD). There were a number of complexities to the case including issues of 
domestic violence towards the mother, alleged neglect of the children and poverty. 
The question was posed “Whose problem is it? Why?” A copy of the task itself can 
be found in appendix 1.
At our first meeting, we all reflected on how complex the case appeared and 
how daunted we might be if we were presented with such a case in clinical practice. 
We felt that the professionals in the situation and the family were becoming tangled 
with the issues around child protection and we floated the idea of illustrating the 
complexity visually using tangled ribbons. This led to our idea of using a role-play in 
our presentation rather than Power Point (which we had used in our last PBL). At this 
stage, as a group we reflected on how we felt much more confident to present without 
using a structured visual aid such as Power Point.
We decided on roles that we would take in the presentation, I stated to the 
group that I did not mind which role I took however it became apparent that others 
were reluctant to take on the role of the Psychologist. As other group members 
elected themselves for roles such as the parents, grandparents, social worker and 
community psychiatric nurse (amongst others), the role that was left was that of the 
Psychologist. As a group we momentarily joked about what it meant that people were 
reluctant to take this role. I agreed to be the Psychologist; I will draw on Young’s 
(2003) Schema model to reflect on my choice. Young proposed that schema develop 
during childhood and replicate themselves in a person’s adult behaviour. Schema are 
defined as
“Broad pervasive theme or patterns (...) regarding oneself and one's relationship 
with others ”
(Young, 2003, page 7)
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Perhaps I have a self-sacrificing schema that which was activated in this 
situation? A self-sacrificing schema is one in which one’s own needs are subjugated 
by the needs of others in order to avoid negative feelings such as guilt. It may be that 
in this situation, my schema influenced my decision to take on a role that others were 
less comfortable with. The personal benefit of this was an increased sense of role in 
the group for me but the costs were that a heavy workload was imposed on me. 
Reflecting on my NHS practice, I feel I need to ensure that I maintain awareness of 
this schema so that I do not over-burden myself. In staff teams that have high 
workloads I wonder whether it is those people with similar self-sacrificing schema 
who take on extra work beyond what they are to manage. Subjectively high 
workloads at least have been associated with decreased job satisfaction in a number of 
health care work fields (i.e. Havig et al., 2011).
Developing Our Presentation
We proceeded to think about what opinions the various parties involved might 
hold and we found ourselves speculating on this. We seemed to be guided by 
stereotypes, particularly for the role of the social worker. Negative perceptions of 
social workers primarily propagated by the media were identified in the Department 
of Health’s report ‘Perceptions of Social Care and Social Work’ (2001). Respondents 
in their research based their negative opinions on reports of social workers seizing 
children or making mistakes. We found this too in that we positioned our social 
worker as wanting to remove the children from the family due to inadequate 
parenting. I feel that this is something that in NHS practice we need to be conscious 
of so that we do not rely on perhaps stereotyped views of our colleagues’ roles. The 
BBC have recently tried to address public views of social workers in their 
documentary ‘Protecting Our Children’ (see
http://www.bbc.co.uk/programmes/b01bskrq). This documentary challenges some of 
those stereotypes and watching this made me reflect on how we as a group had 
portrayed our social worker.
Staff working in mental health and learning disability services continually 
attempt to assess risks present in their work with service-users in the community
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(Robertson & Collinson, 2011). Within these ever-present risk assessment processes 
however, Langan & Lindow (2004) caution that organisational cultures can lead 
professionals to feeling restricted to practise defensively. We felt that existing 
professionals in the Strides’ case were behaving in a risk-averse manner. We decided 
to think about ways in which the situation might be managed to provide safety for the 
children and support for the parents. We looked at literature about domestic violence 
and positive risk taking however we also tried looked for interventions that had been 
adapted to suit the needs of people with a LD. We wanted to create a more hopeful 
way of viewing the Strides’ situation that looked at the families’ strengths rather than 
simply the difficulties they experienced. Perhaps our position outside of the staff 
team who had been working with the Strides allowed us to take this more positive 
position? Introducing hope into the team may enable them to work more effectively 
with the Strides.
In my current clinical work, I am consulting with a staff team in a nursing 
home for older adults. The client at the centre of the case has a long history of 
anxiety and depression and is currently very anxious and paranoid in the nursing 
home. The staff are, in turn, reacting in a problem focussed manner towards her and 
find it difficult to see her strengths, or even that she is worried or anxious. It is hard 
for the staff to see past the behaviours that are difficult to manage. As a psychologist 
working with the team, I am hoping to work with the staff to become more solution 
focussed and help them to understand their client’s experiences. Perhaps this situation 
is similar to that of the Strides in that in both of these systems, staff feel unable to 
cope and have lost hope. My position as an outsider may help me to maintain a sense 
of hope.
Reflecting on the PBL process has allowed me to think about some of the 
issues that are involved when working with complex groups of clients such as the 
stride family. Six months on from the exercise, I have had the opportunity to 
consolidate my learning and I now feel more confident in dealing with complex cases. 
The exercise has made me think more about my clinical practice and about the roles 
that professionals can potentially cast both clients and colleagues in to, perhaps 
without realising. For example, social workers as risk averse and clients with a 
learning disability as inadequate parents. I believe that being aware of these issues
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that might be present themselves in individuals and teams is an important step in 
overcoming them and working towards a successful outcome in complex and 
demanding work.
The manner in which, as a group, we went about the task was something of a 
trial and error approach. We first decided on the idea of using tangled ribbons to 
illustrate the systemic complexity and perhaps we became stuck on this. I feel that we 
then tried to fit the task to our idea of using a role-play and the visual way we wanted 
to portray the issues. Perhaps we fell victim to the effect of group conformity 
processes such as those described by Asch (1951)? Perhaps the impact of the initial 
idea was so strong that no group member wished to deviate from this? The more 
that we thought about the case, the more I felt that there were barriers between the 
family and the professionals who were supporting them. I suggested therefore that 
instead of using tangled ribbons, we use boxes to create a wall. One member of the 
group was unconvinced by this idea initially however the majority were in agreement 
therefore we proceeded with the change. We used a consensus based decision­
making process (described by Holman, Decane & Cady, 2007), the advantage of 
which is that all group members’ views are sought and the relative merits of each 
viewpoint are reviewed. This seemed to be the best way of maintaining harmony in 
the group despite differences of opinion. On evaluation, we felt that the visual aspect 
worked well and really communicated our thoughts about the case to our audience.
In my clinical work, the scope for consensus based decision making approach 
may be limited due to the amount of time required. The consultant psychiatrist at the 
head of the team is also very authoritarian which leads to decisions predominantly 
being made by him and imposed on the team. This approach saved time (which was 
at a premium) however left the team feeling that their concerns had not been heard. 
The power held by the psychiatrist in this team enabled him to take this step and, in 
my opinion, contributed to staff concerns being trivialised and feeling unable to 
challenge him. In contrast to this, as an Assistant Psychologist, I worked in a service 
which used an inter-disciplinary team (IDT) model. This style of working emphasises 
equality of team members rather than the hierarchical multi-disciplinary team 
structure. In this IDT there was much more emphasis on obtaining consensus in
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decision making however staff often complained that there were too many meetings 
and that meetings were time-consuming.
Learning needs
During a session that we spent reflecting on the process, we discussed this but 
also discussed my role in the group. Emily commented that in the first PEL exercise, 
the task had focussed on and been led by me and that this was also the case in this 
second exercise. As the Psychologist leading the role-play, I was once again the 
central point of the task. Perhaps this is again related to a self-sacrificing schema that 
allows me to take on large roles/responsibilities. This task has highlighted learning 
needs. For me, although the task has illustrated that I am able to and comfortable in a 
leadership role, I must ensure that I do not become overly responsible for others. 
Early in my Psychology career a supervisor told me that ''‘there will always be tasks 
that people want to get others to and I must be conscious of not taking these on at 
the expense of existing commitments and my professional well-being. A current 
learning need therefore, is that I develop my awareness of any schema activation in 
situ and give others the opportunity to lead rather than taking on tasks to preserve 
group harmony. In the future, a learning need is that develop the balance between 
leadership and maintaining a balanced workload. I feel that there are also important 
learning needs for others that have been raised during this task. My decision to take a 
strong leadership role in the group for a second time meant that others could take a 
more passive role in the group. Although the majority of other group members were 
active, those who were not may have missed a learning opportunity. A learning need 
for the minority of group members may therefore be to take a leadership role in tasks.
The time that has passed since the task has enabled me to think more about 
how we have functioned as a group and that maintaining harmony seems to be an 
important group goal. This is in contrast to my current team in which the Psychiatrist 
introduced a change despite objections and some disquiet within the group. 
Prioritising harmony may not be problematic however this may prevent group 
members from raising any issues. For example during the task preparation meetings, 
one member was late on several occasions and the group (and I) seemed unable to 
address this satisfactorily. This is likely to be a learning need for both others and
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myself in the group. As described above, there are some group members who are 
willing raise differences of opinion however these are often people who hold 
positions of power in the group. I wonder if both organisational pressures and group 
conformity result in less powerful members of the group expressing differences of 
opinion.
There are a number of learning needs that I will be taking forward from this 
exercise and I intend to apply to my clinical practice. The group experience is a 
powerful one and it has been interesting to witness and reflect upon the interaction 
between my own psychology and that of the group. The passage of time since this 
task has allowed me to think about what immediate impact the task had on me (i.e. 
increased knowledge about child protection legislation), the long term impact (i.e. 
thinking about conflict in groups and how group pressures can restrain conflict) and 
make considerations for the future (i.e. how I will manage workload).
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A Reflective Account of a Year One Personal and Professional Learning
Discussion Group (PPLDG)
Summary
This is an account of the development of a year one PPLDG from the initial 
meetings through to the present time. The account begins with the first meetings 
where as a group we were unsure of what was expected of us and perhaps unsure of 
each other. There were several tasks during the course of the group such as the 
problem based learning presentation, the family genograms and the video-taped 
session. The former two tasks seemed to be important in promoting group cohesion 
through providing a common goal and allowing the group to share personal 
information with each other. One group member in particular seemed to play a key 
role in this development through her willingness to be the first to share personal 
aspects of herself with the group, however within this account I also reflect on how I 
shared personal information at the beginning of the PEL task.
Some challenges that occurred within the group are explored in this account 
and also how the group dealt with those challenges. The group seemed to avoid 
conflict and the reasons for this are explored in terms of a stage theory group 
development. The group is compared to others that I am a member of, particularly the 
multi-disciplinary team at my placement and the implications for NHS practice are 
explored in relation to this.
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Process Account of a Year Two Personal & Professional Learning 
Discussion Group (PPLDG)
Summary
This process account explores the development of my PPLDG over time. I 
propose that our group has high levels of empathy which enables us to be open and 
honest and support one another through professional challenges. The extant literature 
suggests that empathy is a feature of successful groups as it facilitates co-operation 
between members. I contrast the PPLDG to NHS teams and suggest that a reason for 
our group working well is our shared experienced and training allows us to develop 
empathy. Perhaps an increase in NHS team shared experience would help to break 
down barriers between professions and enable more empathy.
Some of the challenges that were present in the PPLDG are discussed within 
this account. The first is the issue of loss as we lost our original group facilitator at 
the end of year one and half way through year two, we lost a group member. I discuss 
the impact of losses on groups both in the PPLDG and NHS teams. I also suggest that 
traditional theories of loss do not account for the unique experience of losing a 
member of a team. I also discuss unresolved conflict in the PPLDG and suggest that 
it is the type of conflict that impairs us in resolving this. The influence of leadership 
on conflict resolution is also discussed. Learning needs identified through the 
account are summarised at the end of the document.
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CHAPTER TWO: RESEARCH
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Abstract
Stroke is a condition associated with a number of cognitive, physical and 
emotional sequelae and as such is the leading cause of significant long-term disability 
(The Stroke Association, 2013). It is also changes a individual’s sense of self, an 
experience of which several models of adjustment to stroke have attempted to capture 
(i.e. Gracey et al., 2009; Taylor et al., 2011). The purpose of this study was 
investigate the internal psychological processes that have an effect on adjustment. In 
particular, the traits of self-criticism and perfectionism are examined in relation to 
their impact on outcomes post-stroke. This is investigated using two studies. Study 
1 is a longitudinal study (n = 8 ) that aimed to examine stroke survivors within 8  
weeks of their discharge from acute care (time 1 ) and follow their progress six months 
later (time 2). Unfortunately this study was limited by a poor response rate and 
consequent small sample size therefore any conclusions are drawn with extreme 
caution.
Study 2 attempted to address the research question using a cross-sectional 
method. 69 stroke survivors completed a series of questionnaires relating to brain 
injury sequelae, perfectionism, self-criticism, mood and quality of life. Self-criticism 
was found to moderate the relationship between brain injury sequelae and quality of 
life and also the relationship between self-discrepancy and quality of life. 
Perfectionism was not found to have any effect on psychological well-being post 
stroke and the possible reasons for this result are discussed. The clinical implications 
of this study include an increased focus on building compassion and self-reassuring 
skills in stroke survivors.
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Introduction
Of all long-term conditions, stroke produces the greatest range of physical and 
cognitive disabilities (Adamson, Beswick, & Ebrahim, 2004). These disabilities are 
associated with an emotional response and around a third of people who suffer stroke 
go on to have depression (Post Stroke Depression; PSD) in the following 1-6 months 
(Hackett, Yapa, Parag, & Anderson, 2005b). The depth of emotional reactions to 
stroke is a challenge within rehabilitation settings (Dowswell et al., 2000). The exact 
relationship between disability and emotional difficulties is however unknown. 
Studies that have looked at disability severity have found some association between 
this and depression however disability severity alone does not account satisfactorily 
for the variance (Wade, Legh-Smith & Hewer, 1987; Hackett & Anderson, 2005a). 
Similarly, lesion studies have not satisfactorily explained stroke survivors’ 
experiences of depression (Carson et al., 2000). A large number of research studies 
now exist which highlights the range of potential risk factors for PSD (e.g., Gayman, 
Turner, & Cui, 2008; Gum, Snyder, & Duncan, 2006; Kneebone & Dunmore, 2000; 
Narushima, Rosier, & Robinson, 2003; Sharpe et al., 1994; Vickery, Sepehri, Evans 
& Lee, 2008).
There is very large amount of extant literature in the field of stroke, post­
stroke depression and predictors of depression in the general population. Databases 
including Medline, Psychinfo and Pubmed as well as Google Scholar were used to 
identify relevant journal articles in this area. Search terms used included
“perfectionism,” “stroke,” “self-criticism,” “depression.” Research articles produced 
by key authors working in these areas were also investigated. Priority was given to 
articles most recently published that those that focused purely on the experience of 
stroke survivors and. The latter is because other factors such as trauma can produce a 
qualitatively different experience of injury in those subject to traumatic brain injury 
for example. In those articles that had used qualitative methods, articles were selected 
based on level of analysis. For example, those studies that used ‘deeper’ analyses 
such as Phenomenological methods were prioritized as these methods are considered
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to yield richer levels of analysis compared to thematic analyses (Willig, 2013). When 
selecting quantitative research articles for inclusion in the literature search, key 
considerations included the sample size, relevance to the subject area and level of 
statistical analysis. Preference was given to those articles that included inferential 
statistics and those studies using experimental methods and those that offered a 
predictive quality (for example longitudinal studies).
Models Of Adjustment Following Stroke
There are few models of adjustment to stroke that adequately capture the 
emotional difficulties that many survivors encounter. Historically, bereavement 
models have been used in the stroke rehabilitation literature (i.e. Alaszewski, 
Alaszewski, & Potter, 2004). Bereavement models centre on the idea that the 
physical, emotional and social losses associated with stroke are similar to those 
experienced in the death of a loved one (Alaszewski et al., 2004). In fact Wade et al., 
(1985) described stroke as “a small deathP A  meta-analysis of qualitative studies 
conducted by Salter, Hellings, Foley & Teasell (2008) also concludes that loss is a 
significant theme in stroke survivors’ experiences. Bereavement models are 
however, stage models that propose that all stroke survivors should progress stages of 
Crisis, Treatment, Realisation, and Adjustment and Acceptance (Wade et al., 1985). 
Emotional difficulties are hypothesised to occur at any of these stages.
Bereavement models have however, been criticized for not accurately 
capturing the adjustment process in stroke patients (see Alaszewski et al. 2004). 
Several qualitative investigations have attempted to understand the complex processes 
involved in adjustment following stroke. A number of these studies have highlighted 
a discrepancy between pre- and post-stroke identity and sense of self (for example, 
Kouwenhoven et al., 2011; Carlsson, Moller & Blomstrand, 2009; Gracey et al., 
2008).
Some more recent models have attempted to incorporate change in identity 
and world assumptions in the adjustment process. For example, Taylor, Todman & 
Broomfield (2011) have produced the Social Cognitive Transition Model for Stroke 
(SCoTS). Taylor et al. propose that in the presence of self-awareness, a person’s pre­
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stroke assumptive world is challenged by their experiences following stroke. The 
process of adjustment therefore is through a cyclical re-evaluation of pre-stroke 
beliefs to accommodate a change in sense of self and inter-personal relationships. 
Large amounts of cognitive processing and emotional distress are required in order 
for survivors to complete the task of adjusting of core assumptions (Brennan, 2001), 
even in those who hold flexible mental models of the world. Dowswell (2000) points 
out that it is the tasks involved in adjusting core assumptions that often lead to 
emotional difficulties. This includes a sense of loss as described by Wade (1985).
In Taylor et al.’s (2011) model, with time and in the presence of the cognitive 
ability to process their experiences, some are able to accommodate the stroke and 
modify their world assumptions accordingly. Individuals who successfully negotiate 
this process are concluded to have adjusted well to the stroke however a significant 
number of patients continue to struggle to adjust. Taylor et al., argue, such cases, 
certain central assumptions and beliefs may be held by the individual that are highly 
valued and inflexible'’ (p. 183). For example Laidlaw (2003) identified key 
cognitions such as ‘‘I ’m a pathetic creature now, ” “I  ought to be able to do this by 
myself by now” which may be related to a person’s assumptions of independence. 
Strokes may also leave patients with residual physical and/or cognitive difficulties, 
which can challenge an adult’s assumptions about their independence. After 
experiencing a stroke, those central assumptions can no longer be upheld and it is this 
inflexibility that Taylor et al., suggest is at the heart of emotional difficulties post 
stroke.
The adjustment process hypothesized by Taylor et al., compliments Gracey, 
Evans & Malley’s (2009) Y-shaped model. The central tenet of Gracey et al’s model 
is that a brain injury such as stroke results in an identity discrepancy. This identity 
discrepancy post brain injury arises from loss of abilities and withdrawal fi*om 
activities that expose post-injury limitations or difficulties. These processes are said 
to cause anxiety as a person comes to terms with the new ‘self post-injury. The two 
models compliment each other as the SCoTS model accounts for some of the 
processes involved in coming to terms with the new identity. Figure 1 illustrates how 
these two models work together to formulate the adjustment process in stroke 
survivors.
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Figure 1.
The modified SCoTS model combined with the Y-shaped model. The Y shaped 
model is symbolized by the external triangle. The SCoTS model is then 
superimposed on to illustrate how the processes are responsible for adjustment. 
SCoTS model diagram reproduced from Taylor et al., (2011).
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In line with both Gracey et al.’s (2009) and Taylor et al.’s (2011) models 
Skelly (2002) suggests that for stroke survivors, the meaning that they attach to the 
stroke is a significant influence on psychological well-being. In their extensive work 
on acquired brain injury (ABI; including stroke), Wilson et al., (2009) propose that 
following a neuropsychological insult survivors face identity difficulties that are
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characterized by comparisons between their pre- and post-injury selves. The 
existence of multiple selves such as the actual self, ideal self and undesired self was 
proposed by Markus (1983). The ideal self is conceptualized as a collection of ideals 
or goals around what the individual believes he or she should be like as well as 
societal ideals and an internalized concept of parental standards and expectations. The 
ideal self can be thought of as a standard against which we evaluate ourselves. 
Studies of university students have identified excessive ideal self-aspirations (e.g. 
Sheehan, 1981) are associated with dysphoria. In other studies, greater actual-ideal 
self-discrepancies have been identified in dysphoric research participants (i.e. Higgins 
et al., 1985; Roelofs et al., 2007) and depressed older adults (Pemberton, 2009). 
Actual-ideal self-discrepancies have also been associated with hopelessness and 
suicidal ideation (Comette et al., 2009) and actual-ideal self-discrepancies have been 
associated with anxiety in clinically anxious and depressed students (Scott & O’Hara, 
1993). Early findings supported the role of self-discrepancy theory in affective 
disorders following ABI, for example, a pilot study showed strong correlations were 
found between affective distress and self-discrepancies (Cantor et al., 2005).
Tyerman & Humphrey (1987), examined clients’ perceived self-concept 
approximately seven months after injury, however they asked for ratings for three 
time points; past ratings (before head injury); present self-concept; and future self- 
concept (within a year). They found that all present self-concept ratings were 
predominantly negative (i.e. more worried, forgetful and dependent following their 
injury) however individuals were expecting to regain a significantly improved self- 
concept with one year. Tyerman & Humphrey felt that unrealistically high 
expectations described by their participants might be the source of post-injury 
depression. Ellis-Hill & Horn (2000) carried out similar research in a population of 
stroke survivors and although they did not examine their participants’ anticipated 
(future) self-concept, they found a similar pattern in perceived identity change 
towards a more negative self-concept post stroke. These findings of discrepancy 
between self-concepts supports a theory that perceived discrepancy is a source of 
negative affect in those who have experienced stroke. Recent research by Carroll & 
Coetzer (2011) indicated that individuals with a traumatic brain injury reported 
significant changes in self-concept and that their current self was viewed negatively in
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comparison to pre-injury self. This perceived identity change was positively 
associated with depression and negatively associated with self-esteem.
Identity Discrepancy In Trait Perfectionism
A personality trait that has already been associated with psychological distress 
and self-discrepancy is perfectionism. Although Flett & Hewitt (2002) define 
perfectionism as conceptually distinct from self-discrepancy, those with 
perfectionistic assumptions are likely to experience discrepancy and consequent 
distress when unable to meet high personal or social standards. Perfectionism 
involves the internal creation of high standards, which result in the person striving to 
be perfect and avoiding error (Powers, Zuroff, & Topciu, 2004). Perfectionism has 
the potential to interfere significantly in a person’s everyday functioning (Bums, 
1980) and has heen linked to psychopathology. For example, perfectionism is also 
thought to have a role in maintaining eating disorders (Fairbum, Cooper, & Shafran, 
2003). Perfectionism is also linked to mood difficulties including depression and 
anxiety (Flett & Hewitt, 2002) and can act as a barrier to successful treatment (Blatt, 
Zuroff, Bondi, Sanislo'w, & Pilkonis, 1998).
Perfectionism consists of self-oriented aspects (high self-standards), other- 
oriented perfectionism (high standards expected of others) and socially prescribed 
perfectionism (intolerance of mistakes and desire to appear perfect in social 
situations). Hewitt and Flett (1991) describe perfectionism as a multidimensional 
construct of which self-oriented perfectionism is one facet. Self-oriented 
perfectionism is defined as
“an intrapersonal dimension characterized by a strong motivation 
to be perfect, setting and striving for unrealistic self-standards, 
focusing on flaws, and generalization o f self-standards. Self-oriented 
perfectionism may also involve a well-articulated ideal self-schema 
(see Hewitt & Genest, 1990).
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The relationship between perfectionism and depression is thought to be related 
to self-orientated perfectionism in particular (Hewitt and Flett, 1991). Hewitt and 
Flett (1993) describe the mechanisms through which perfectionistic behaviour 
generates stress. These include harsh self-evaluations (for example, ‘what I’ve done 
is absolute rubbish’), attention to mistakes (for example, ‘I made far more mistakes 
than everyone else’) and little to no satisfaction with performance (for example, ‘I 
should be able to do much better than...’). A second mechanism through which 
perfectionistic behavior is thought to act is through enhancing the aversive nature of 
stress. The second mechanism here refers to a model in which perfectionism 
exacerbates the stress response to a given situation. Perfectionism may have an impact 
on emotional wellbeing after brain injury. For example, Ruff, Camenzuli & Mueller 
(1996) investigated the cases of four individuals who had experienced a mild 
traumatic brain injury. Amongst other cases, they describe a high-achieving 50-year- 
old German woman who exhibited perfectionistic traits. Perfectionism was found to 
have an impact on stress and coping post injury and the authors describe treatment in 
which over-achievement and perfectionism are considered.
Self-Criticism
Hewitt and Flett (1993) go on to discuss how it is punitive self-evaluations 
that underlie this link between perfectionism and depression. For example, a person 
experiences a stressor and in the presence of high levels of perfectionism, reacts in a 
punitive manner that heightens the stress. Furthermore, in the presence of additional 
stressors, self-critical perfectionism has been associated with maladaptive coping, 
including emotional and passive coping strategies. For example individuals may 
withdraw and isolate themselves. This can trigger a self-perpetuating cycle, which 
includes rumination, further self-criticism, increased isolation, and depression (Luyten 
et al., 2005). In their 2004 paper. Powers et al., identify a positive relationship 
between aspects of covert self-criticism and perfectionism (i.e. self-directed critical 
and perfectionistic cognitions), which predict depressive symptomatology measured 
by the Beck Depression Inventory. Shafran et al., (2002) suggest that in those who 
take a perfectionist approach to themselves, failure to meet personal goals is met with 
self-criticism.
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A review by Ownsworth & Oei (1998) reported frequent self-criticism as one 
of the changes in thinking patterns that characterizes people who have had a traumatic 
brain injury (TBI). Ownsworth & Gei’s study was on TBI individuals whose injuries 
may have been caused through a variety of mechanisms including stroke. Other 
research suggests that this self-critical style of thinking is also present in those who 
have experienced a stroke. Townend, Tinson, Kwan & Sharpe (2010) for example, 
conducted a study of thought processes following stroke (exclusively). In the 
qualitative component of their study, Townend et al.,’s (2010) participants reported 
feeling that they ‘should’ still be able to carry out roles that were part of their pre­
injury lives and nearly all of the participants who felt this were depressed. In both the 
qualitative and qualitative aspects of Townend et al’s research, non-acceptance of 
disability was strongly associated with depressed mood.
Self-criticism itself is a theoretical construct that is thought to represent a 
cognitive vulnerability to emotional distress and involves constant and harsh criticism 
as well as demands on the self but also ongoing concerns about rejection by others 
(Cox et al., 2009). Self-criticism has been linked to the development of depression 
(e.g. Blatt et al., 1982; Dunkley et al., 2009) because people with a self-critical 
approach tend to experience high levels of daily stress (for example in perceived 
negative social interactions) and give up quickly in stressful situations (Dunkley et al., 
2006). People with a self-critical approach may also believe they have less social 
support available to them in times of stress (Dunkley et al., 2003). In the literature, 
the distinction has been made between self-criticism and setting high standards for 
oneself and in contrast to the belief that self-critical individuals employ high 
standards, Dunkley et al., (2006) have suggested that it is a mechanism through which 
individuals attempt to bolster and protect a vulnerable sense of self.
Compassion Focused Approaches To Understanding Self-Criticism And Mood
Difficulties Following Stroke
One interesting approach to understanding the impact of perfectionism and 
self-criticism after stroke is through compassion focused therapy (CFT; see Gilbert, 
2010). The CFT model draws particularly on attachment theory however also 
incorporates social, evolutionary and neurophysiological theories to formulate affect
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regulation (Gilbert, 2000, 2009, 2010). This model is based on early findings 
(Gilbert, Clark, Hempel, Miles & Irons, 2004) that self-criticism and self-attacking 
approaches to the self were often borne out of threatening experiences in childhood 
(i.e. abuse, high parental standards or neglect) through an internalization of the 
perpetrator. Similarly, methods of protecting the self against these threatening 
experiences are also often developed in childhood. In the CFT model these are 
known as safety strategies. Perfectionism may be considered a safety strategy; the 
social reaction model (Flett et al., 2002) suggests that in some people perfectionism 
develops out of traumatic experiences in childhood such as abuse. Striving for 
perfection and unrelenting standards in some individuals is adopted as a means of 
preventing future abuse in addition to enhancing feelings of self-control in the face of 
an unpredictable and unsafe environment. In the context of CFT perfectionism may 
be considered a coping response or safety strategy to manage adversity in early 
childhood. Such safety strategies are often perceived to be highly effective and are 
carried through to adulthood.
Conversely, secure attachment experiences and parental warmth and love in 
childhood have been associated with abilities to self-reassure as an adult and reduced 
vulnerability to psychological distress. Further research in this area has developed 
understanding of how these early emotional experiences translate into adult emotional 
scripts (i.e. ways of emotionally relating to the self). ‘Positive’ emotional scripts are 
divided into soothing / calming abilities that are rooted in the oxytocin and opiate 
systems (i.e. Carter, 1998) and activating scripts that are thoughts to operate through 
the dopaminergic systems (Depue & Morrone-Strupinsky, 2005). Thus, the emotional 
experience of scoring a goal in a football match is different to the experience of being 
held by a loved one.
CFT proposes that particularly in stressful situations these emotional scripts 
become activated and that those people who have experienced love and warmth in 
childhood may draw on these implicit memories and procedures as an adult. Indeed, 
Tugade and Fredrickson (2004) have shown that individuals who were high in 
psychological resilience were able to generate positive emotions in the presence of 
stressful events. Individuals who have had adverse experiences in childhood may 
struggle to develop an affect regulation system that enables them to engage in this
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kind of self-soothing. The (neurophysiological) systems that underlie these abilities 
are under stimulated in childhood when there are low levels of love and care (Irons, 
Gilbert, Baldwin, Baccus & Palmer, 2006). Brain pathways that respond to threat 
may also be over stimulated leading to more intense and longer lasting negative affect 
(Perry et al., 1995).
This research led to the development of a model that included three emotional 
systems. Firstly the threat system, which is a defensive system that seeks out and 
guards against threats to the self. It is most closely associated with the concept of 
fight or flight and emotions such as anger and anxiety. The presence of a situation 
that activates the threat system can result in narrowing of attention and rumination 
around the threat. Secondly the activating system is associated with drive to procure 
resources such as acquiring a mate, provision of food and nutrition and social status. 
As discussed above, it is this system that is associated with dopaminergic activation 
(Depue & Morrone-Strupinsky, 2005). The third emotional system is the soothing 
system. Developed from experiences of love and warmth, this system is associated 
with feelings of attachment, contentment and self-forgiving.
Gilbert et al., (2006) go on to describe how social relationships can activate 
our emotional systems, for example, in the face of task failure the presence of others 
influences which emotional system is activated. If the other person is forgiving, 
people are often much more able to access the soothing system compared to the 
presence of a highly evaluative other. Similarly, we develop this relationship in our 
self-to-self relating. Gilbert & Irons (2005) describe how humans can react to their 
internal images in a similar way to external sources. For example, humans experience 
pleasure in response to imagined pleasurable stimuli or defend themselves against 
self-attack. Gilbert (2005) has therefore suggested that the same system that responds 
to external social cues is also used as a template for responding to our internal cues. 
When people become self-critical and self-attacking, the threat system is activated 
just as if we were being criticised by others. This has a powerful effect on our 
physiological states (Gilbert 2009) and people experience shame and sadness in 
response to this (Whelton & Greenberg, 2005)
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Ashworth, Gracey & Gilbert, (2011) linked the experiences of brain injury 
survivors to activation of the threat system. For example, Ashworth et al., describe 
how continuous criticism and disappointment create an internal world that is 
dominated by threat (from internal and external sources). Ashworth et al (2011) also 
refer to the process of ‘blocks’ to goals and rewards experienced by brain injury 
survivors. For example, previous life goals that a brain injury survivor may have had 
may no longer be achievable due to the impact of the injury. These blocks then 
activate the threat system and produce emotions such as anxiety and anger. In the 
presence of perfectionism this process may be exacerbated because the high standards 
had previously existed as a safety strategy (i.e. as long as I can do really well, I am 
ok’). The blocks that are introduced may mean that firstly, an important safety 
strategy is removed, and secondly that the person experienced increased 
disappointment and threat system activation. It is only when blocks are overcome or 
the person disengages with the goal that threat-based emotions decline (Klinger, 
1977). The process of disengaging or giving up a goal can be associated with 
increased sadness and sense of loss. For example, depression is conceptualized as 
continued pursuit of a goal that cannot be achieved and consequent difficulty coming 
to terms with losses. This process of having to adjust life goals and expectations are 
reflected in the adjustment to stroke models such as that of Taylor et al (2011) but 
also in generic brain injury models such as Gracey et al., (2009).
Study Aims
The extant literature around the CFT model suggests that this approach might 
be able to account for some of the difficulties encountered by those who have had a 
stroke. Research has already demonstrated that these individuals experience a variety 
of threat-system based emotional experiences such as self-criticism, anger (Kim, 
Choi, Kwon & Seo, 2002) and anxiety (Lincoln et al., 2013) after stroke. The CFT 
model is also able to provide a theoretical understanding of these emotional and 
cognitive experiences. Ashworth et al., (2011) have also provided some emerging 
evidence for the applicability of this model to understand and treat emotional 
difficulties after brain injury. Given that there is little research linking these 
approaches the hypotheses are posed tentatively.
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The aims of this research were firstly to understand the nature of the 
relationship between perfectionism and mood in the context of a brain injury. A 
second aim was to understand the relationship between threat system activation, 
caused by putative experienced self-discrepancy and self-critical or self-reassuring 
responses and whether these result in mood difficulties. In individuals who have not 
experienced a stroke, when high personal expectations and failure to meet personal 
goals are met with self-criticism, this can result in a vulnerability to mood disorder. 
This relationship will be tested in survivors of stroke.
Hypotheses
Models of adjustment to stroke advanced herein above propose that there is a 
pre-existing sense of self. All models also agree that the stroke itself precipitates a 
series of changes that alter the person’s experience of himself or herself. In line with 
Gracey et al.’s Y-shaped model, the first hypothesis is therefore that those who report 
a larger degree of self-discrepancy since their stroke will experience reduced 
psychological well-being. That is, the greater the discrepancy in participants’ 
experience of themselves, the lower their wellbeing is likely to be. This first 
hypothesis is illustrated in figure 1
Figure 2.
Hypothesis 1 -  Higher levels of self-discrepancy will be associated with reduced 
wellbeing. As per the Y-shaped model, downward arrows illustrate the need for self­
discrepancy to be resolved in order to achieve wellbeing and adjustment.
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The SCoTS model compliments the Y-shaped model by suggesting that 
individuals’ assumptions of themselves and the world have an impact on the 
adjustment process. This research hypothesises that the constructs of perfectionism 
and self-criticism are associated with particular assumptions that may complicate the 
adjustment process. For example, the construct of perfectionism entails persistent 
high standards and intolerance of failure. Previous research specifies however, that 
the damaging impact of perfection is as a result of self-criticism when standards are 
not achieved. In the research sample, it is predicted that those who are high in self­
oriented perfectionism will experience a greater amount of threat and consequent 
mood difficulties but that self-criticism will moderate this relationship. Thus it is 
primarily perfectionists who react to threat in a self-attacking manner will experience 
reduced psychological well-being. This moderating model that is proposed for those 
who report high trait perfectionism is shown in Figure 2 below.
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Figure 3. Hypothesis 2 -  Self-criticism moderates perfectionism’s relationship with 
psychological well-being
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The CFT model adds to our proposed understanding of adjustment in that it 
suggests that self-criticising and bullying attitudes to the self can further reduce 
wellbeing. CFT theoiy suggests that this can be independent of high standards 
associated with perfectionism. The mechanism through which this works is that in 
some survivors of stroke, this event precipitates a threat to the person’s sense of safety 
in the world and re-activates patterns of either self-attacking / self-criticism acquired 
in childhood. A second hypothesis tests this moderating effect of self-criticism 
suggested by the CFT model. The researcher predicts that those who react to their 
injuries with self-attacking / self-criticism will also report a reduced quality of life. 
This model is illustrating in figure 1 below
Figure 4. Hypothesis 3 -  Self-criticism moderates self-discrepancy and psychological 
well-being
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In order to investigate these hypotheses, two separate investigations of 
psychological well-being after stroke were carried out. Study 1 was a longitudinal 
investigation of the impact of perfectionism and self-criticism in stroke survivors. 
The aim of this study was to evaluate whether people who were high in trait
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perfectionism and self-criticism experienced poorer outcomes over the course of their 
recoveries. As awareness of difficulties is often a developing process in stroke 
survivors, two time points for this study were selected. Time point one was within 8  
weeks of their stroke. At this time, participants were asked to complete a set of 
questionnaires examining these key personality constructs. They were then asked to 
complete an identical set of questionnaires after an interval of six months. In this 
study the specific hypotheses were that people who had higher scores on the 
perfectionism questionnaires were likely to report more anxiety and depression at 
time point two. In the context of Taylor et aTs (2011) SCoTS model, this will be 
particularly for those who experience difficulties in their experience of disability. The 
latter was measured by discrepancy between their pre and post-injury self-ratings and 
through the self-reported brain injury sequelae.
Unfortunately there were significant recruitment problems in this study. As 
the researcher was based outside of the clinical rehabilitation team, ethical permission 
was not granted for the researcher to approach patients directly. Instead, recruitment 
to the study was carried out by a Clinical Nurse Specialist (CNS). Demands on the 
time of the CNS meant that it was not always possible to approach patients within the 
time frame allotted by the study. A second issue with this study pertained to patients’ 
readiness to take part in the study. Many patients gave feedback that it was “too 
soon” to take part research and they wished to focus on their recovery. In order to 
attempt to address the research question within the time jframe of this research, a 
second study was conducted alongside study one.
Study 2 is a cross-sectional investigation of perfectionism and self-criticism in 
stroke survivors. A sample of stroke survivors were asked to complete a set of 
questionnaires similar to those used in study 1. Participants included any stroke 
survivor, at a variety of time points in their recoveries. The hypotheses of this study 
were that stroke survivors higher in trait perfectionism would be more likely to 
experience poorer outcomes. Similarly, those who expressed large amounts of self- 
criticism were also predicted to have poorer outcomes.
102
study 1
Method
Apriori power calculations were conducted using the software programme 
‘G*Power 3.’ G*Power indicated a minimum sample size of 74 was required to 
obtain 80% power to detect a medium effect size. A total of eight stroke survivors 
were recruited through a Community Based Neurological Rehabilitation Team. 
Potential participants were screened and approached by a community nurse and given 
information before being contacted regarding the study. The entry criteria into the 
study indicated that participants should have had their first significant stroke and that 
their participation in the study fell within 8  weeks of discharge fi*om acute hospital 
care. Patients were not approached if they had a history of previous neurological 
event or injury, if they had an identified learning disability or if they had an identified 
history of mental illness.
Study one included two time points; the first was within 8  weeks of hospital 
discharge and the second was six months after time one. Participants were asked to 
complete a set of questionnaires at both time points one and two. The questionnaires 
completed are described in the following section.
Study Materials
The survey contained structured questions regarding psychosocial situation, 
stroke related sequelae (European Brain Injury Questionnaire, EBIQ; Teasdale, et al., 
1997), mood difficulties (the Hospital Anxiety and Depression Scale, HADS 
Zigmond & Snaith, 1986 and the Dysfunctional Attitude Scale, DAS; Weissman, 
1980; Weissman & Beck, 1978), The survey also included questionnaires relating to 
perfectionism (Multidimensional Perfectionism Inventory, MPS; Hewitt & Flett, 
1991) and self-criticism (Depressive Experiences Questionnaire, DEQ; Blatt, 
D'Afflitti, & Quinlan, 1976).
The European Brain Injury Questionnaire (EBIQ; Teasdale et al., 1997)) is a 
63 item measure designed to regarding diverse difficulties that people with a brain
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injury might experience. The EBIQ requests that answers should be given on the basis 
of the preceding month. The response choices are 'not at alT, 'a  little’ or 'a  lot’ which 
are subsequently coded as 1,2, and 3 respectively. The EBIQ contains subscales that 
measure cognitive, emotional, behavioural, motivational, physical and somatic 
aspects of brain injury as well as depression, impulsivity and isolation scales. The 
EBIQ also contains a ‘core’ scale which is regarded by the scale authors as a good 
summary of difficulties post brain injury. The EBIQ normative data established fi*om 
a large standardization sample and has good reliability and validity (Teasdale et al., 
1997).
The HADS is a 14-item measure of mood and anxity. The questionnaire has 
two subscales, depression (HADS-D) and anxiety (HADS-A). The HADS is widely 
used, including amongst those with a brain injury and has good psychometric 
properties. The total HADS score (HADS-T) is suggested as a measure of general 
emotion distress in stroke patients. A cutoff point of 10 to 11 is applied where any 
scores higher than 10 indicate a significant amount of emotional distress. A review of 
the validity of the HADS (Bjelland, Dahl, Haug & Neckelman, 2002) concluded that 
both HADS-A and HADS-D had good internal consistency ( . 6 8  to.93, mean.83 and 
.67 to.90, mean .82 respectively). Sensitivity and specificity for both scales of 
approximately 0.80 was comparable to other measures of psychological health. 
Construct validity was assessed and correlations of .49 to.83 were reported. 
Herrmann (1997) investigated the reliability of HADS on concluded that HADS has 
good reliability and is sensitive to clinical change across the course of an illness.
Perfectionism was measured using The Multidimensional Perfectionism Scale 
(MPS). The MPS has three 15-item subscales. Subscales of the MPS reflect self­
oriented perfectionism (e.g., “One of my goals is to be perfect in everything I do”), 
other oriented perfectionism (e.g., “I have high expectations for the people who are 
important to me”), and socially prescribed perfectionism (e.g., “My family expects me 
to be perfect”). Participants are asked to indicate their agreement on a seven point 
Likert scale ranging from 1 (strongly disagree) to 7 (strongly agree). Along with 
evidence from Hewitt and Flett’s original (1991) study, confirmation of the reliability 
and validity of the MPS and its subscales has been provided by Parker & Adkins 
(1995).
104
Self-criticism and negative attitudes were measured using the Dysfiinctional 
Attitude Scale (DAS; Weissman, 1980; Weissman & Beck, 1978). The DAS was 
developed to capture Beck’s construct of cognitive dysfunction. The DAS has been 
shown to have good reliability and validity in its initial development (Weissman & 
Beck, 1978) and subsequently with a range of populations (Oliver & Baumgardt, 
1985; Cane et al., 1986; Imber et al., 1990). Among older adults (60 years and over), 
the factor structure of the DAS does not correspond well with that in the original 
validation sample, therefore Floyd et al. (2004) suggest that the DAS is interpreted 
with caution in this client group. Floyd’s same study showed the Social Approval and 
Perfectionism scales of the DAS did show good internal consistency and overall the 
measure demonstrated good concurrent validity.
The Depressive Experiences Questionnaire (DEQ; Blatt, D’Affliti & Quinlan, 
1976) is a 6 6  item measure designed to reflect the experiences common to people who 
are depressed. It has three scales, self-criticism, self-efficacy and dependency. The 
self-criticism scale was only used in this research. A sample item on the self-criticism 
scale is “I often find that I don’t live up to my own standards or ideals.” Responses 
are scored on a seven point Likert scale ranging from strongly disagree to strongly 
agree. The DEQ has been used in a variety of settings and has achieved good 
evaluations of reliability and validity (for a review see Blatt, 2004).
Identity discrepancy was measured using a visual analogue scale created 
specifically for this purpose. The scale consisted of three questions that were 
designed to capture perceived change in sense of self post-stroke. These included the 
extent to which individuals felt different to their pre-stroke self, the extent to which 
others perceived them as different to their pre-stroke self and the extent of change 
they expected in six months. Responses to the three statements were each marked on 
a visual analogue scale (VAS). Participants were given marker statements at each end 
of the VAS and then asked to make a mark to indicate their position on the scale. For 
example, participants were asked to answer “At this time, how close I feel to the 
person I was before my stroke.” The marker statements for this question were “I feel 
very similar to / the same person as I was pre-stroke” and “I feel very far away from / 
different to the person I was pre-stroke.” Scores between 0 and 100 were then
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calculated based on the distance along the line marked by the participant. Higher 
scores on this scale indicated a lower level of self-discrepancy. The three statements 
that participants were asked to respond to were as follows:
1. At this time, how close I feel to the person I was before my stroke (PPSC)
2. How close I feel others expect me to be to the person I was before my stroke 
(PPSC-0)
3. In six months, how close I expect to be to the person I was before my stroke 
(PPSC-6 )
A carer version of the identity discrepancy questions was also used in this 
study. Participants’ nominated carers or relatives were asked to indicate their position 
on the following statements:
1. At this time, how close my friend / relative is to the person he / she was before 
their stroke
2. In six months time how close I expect my friend / relative to be to the person 
he / she was before their stroke
Scores were calculated on an identical 0-100 scale where higher scores 
indicated lower levels of perceived discrepancy.
Ethics
Approval for this was given by The South-West (Cornwall and Plymouth) 
NHS Research Ethics Committee and by the Research and Development Team within 
Berkshire Healthcare NHS Trust. Following approval from the NHS REC, the study 
was also reviewed by The University of Surrey’s Faculty of Arts and Human Sciences 
(FAHS) ethics committee. The study and its materials were approved by both 
committees. Copies of these documents can be found in appendices A to C..
Recruitment
Recruitment for this study was conducted in community NHS Neuro­
rehabilitation teams in Berkshire. Patients using the service were approached 
regarding the study by a Clinical Nurse Specialist (CNS) and if they consented to
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further contact regarding the study, they were contacted directly by the researcher. 
The CNS screened patients for exclusion criteria which included i) history of 
significant mental health difficulties, ii) previously identified learning disability, iii) 
previous traumatic brain injury and iv) Transient Ischemic Attack (TIA) or vascular 
dementia.
Results
Statistical analysis was conducted using The Statistical Packages for Social 
Sciences (SPSS) software program, version 20.0. In order to describe sample 
characteristics, SPSS was used to calculate means and standard deviations. Following 
this, time point one predictor and outcome variables were correlated to establish any 
initial relationships in the data. Spearman correlation coefficients were calculated as 
the small sample size meant that the data was unlikely to meet assumptions for 
parametric tests. No further analysis on the data was conducted due to the low 
response rate and consequent small sample size. Had the response rate been higher 
the study, analysis of change across the two time points would have been conducted.
Sample Demographics
The sample consisted of seven males and one female. The mean age was 66.5 
years (SD = 10.7) and all participants described themselves as being from a white 
British background. Participants in this study spent an average of 7 days in hospital 
(SD = 3.67, range 4 -  13). All those approached for the study at time point one 
completed and returned their questionnaires. At time point two however, one 
participant did not return the EBIQ, one did not return the MPS and two participants 
had not returned their questionnaires.
Participants in this study had been in contact with a variety of multi­
disciplinary professionals. These data are described in table 1 below. Only two 
participants had seen psychologists and of these, only one had talked about thoughts 
and feelings and one had learned relaxation strategies. One participant did not return 
the demographic information sheet therefore information is absent for this person.
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Table 1.
Descriptive data of the professional groups seen by participants
Participant Age Professional group seen
Speech OT Psychology Physiotherapy Other
1 51 y y y
2 63 y y
3 81 y
4 66 y Nurse
5 62 y y y  y
6 No data given by participant
7 71 y
8 81 y y
Change From Time One To Time Two
Table 2 summarises the core sample characteristics in terms of questionnaire 
scores. Many participants in the sample reported a low rate of brain injury sequelae at 
time point one however reported difficulties seemed to increase by time point two. 
The largest change can be seen on the depression scale of the EBIQ, increasing from 
1.18 to 1.48. Due to the small sample size in this study, it was not considered 
meaningful to attempt to complete statistical comparisons from time point one to time 
point two. There were observable differences in scores from time point one to time 
point two for example, participants reported a greater number of brain injury-related 
difficulties on the EBIQ across all scales however the most notable include depression 
(increase of 0.30), isolation (0.13) and communication (0.13). There were also small 
increases in self-criticism scores but reductions across perfectionism scores.
Perfectionism scores across all scales appeared to decrease from time one to 
time two; for example, self-oriented perfectionism mean scores decrease from 62.29
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to 57.60. There were very small increases in the DEQ scales of dependency, self- 
criticism and self-efficacy. There were also similar increases in mood scores on the 
HADS. Participants rated themselves as further away fi*om their pre-stroke selves at 
time two than they did at time one. At time one, the mean rating of ‘closeness’ to pre­
stroke identity was 80.8 however at time one, this had reduced to 71.9. This indicates 
that as their recoveries have progressed, participants feel further away from their pre­
stroke self.
Table 2
Means and standard deviations of stroke survivor data
Scale
Time Point one 
-  < 8 weeks of 
discharge 
(n = 8)
Time Point two 
-  6 months 
from initial - 
(n = 6)
Practical and cognitive stroke sequelae
Somatic 1.43 (0.31) 1.49 (0.53)
Cognitive 1.34 (0.44) 1.43 (0.54)
Motivation 1.39 (0.50) 1.40 (0.58)
Impulsivity 1.23 (0.42) 1.44 (0.61)
Depression 1.18(0.42) 1.48 (0.69)
Isolation 1.22 (0.43) 1.35 (0.65)
Physical 1.27 (0.40) 1.44 (0.54)
Communication 1.31 (0.53) 1.44 (0.37)
Core 1.29 (0.38) 1.46 (0.58)
Mean perfectionism (SD)
Self-Oriented Perfectionism 
Other-Oriented Perfectionism 
Socially-Prescribed Perfectionism
62.29 (14.9) 
56.57 (10.24) 
52.43 (13.19)
57.60 (5.32) 
54.4 (7.13) 
4 8 ^ (7  15)
Mean dependency (SD)
DEQ-D
Mean self-criticism (SD)
73.6 (13.29) 80.8 (14.7)
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DEQ-SC 41.5(15.27) 49.0(14.0)
Mean self-efficacy (SD)
DEQ-SE 35.6(5.63) 35.8 (9.1)
Mean self-discrepancy (SD)
Pre-post stroke self*' 80.8 (0.31) 74.1 (28.3)
Expectations of others (current)* 75.5 (0.21) 78.9 (17.3)
6  month expectations of self* 91.3 (0.17) 82.1 (17.1)
Mean emotional wellbeing (SD)
DAS Total 180(21.36) 184(15.2)
HADS-A (anxiety) 3.1 (3.5) 5.16(6.4)
HADS-D (depression) 2.5 (2.9) 5.2 (4.8)
HADS-T (total HADS score) 5.6(6.32) 10.3(10.7)
A relative or carer of participants was also asked to provide proxy ratings of 
the person’s experienced’ brain injury sequelae (EBIQ; Relative rating) and their 
perceptions of how much self-discrepancy existed in the stroke survivor. Proxy 
ratings included perceptions of their relative’s current self-discrepancy (PPSC-R) and 
a forecast of self-discrepancy in six months time (PPSC-6 R). A table of mean relative 
ratings can be found in table 3:
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Table 3.
Means and standard deviations of carer data
Time Point one 
(n = 8)
Time Point two 
(n = 6)
Practical and cognitive stroke sequelae
Somatic 1.52 (0.34) 1.71 (0.46)
Cognitive 1.50(0.38) 1.53 (0.23)
Motivation 1.43 (0.41) 1.40 (0.22)
Impulsivity 1.42 (0.42) 1.60 (0.37)
Depression 1.28 (0.45) 1.39(0.28)
Isolation 1.50(0.50) 1.46(0.33)
Physical 1.32 (0.39) 1.23 (0.17)
Communication 1.44 (0.46) 1.21 (0.40)
Core 1.45 (0.37) 1.48 (0.28)
Mean self-discrepancy (SD)
Pre-post stroke self* 8 6 . 2  0116) 79.9(10.1)
6  month expectations of stroke survivor* 95.1 (0.07) 91.7 (6.53)
*Scored out o f 100; higher scores indicate less identity discrepancy
Although relative ratings of the stroke survivors’ brain injury sequelae were 
higher on average than the stroke survivor’s own ratings, there were no statistically 
significant differences between these (p >.05). The sample size is however, notably 
small therefore lack of power would likely prevent differences from being identified. 
There were also no statistically significant differences between the self-discrepancies 
perceived by stroke survivors and that perceived by their relatives.
The relative increase in participants’ self-ratings of brain injury sequelae can 
be contrasted with the scores given by participants’ relatives. These scores decreased 
on some scales, for example, isolation decreased from 1.50 to 1.46 and 
communication decreased from 1.44 to 1.21. Scores on other scales increased such 
as impulsivity from 1.42 to 1.60 and somatic symptoms from 1.52 to 1.71. In such as
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small sample, however, these changes cannot be deemed to occur other than by 
chance.
Predictor And Outcome Variable Intercorrelations At Time Point One
Correlations were carried out in order to determine any relationships between 
the predictor and outcome variables at time point one. All variables were correlated 
together using the Spearman correlation coefficient. The Spearman correlation 
coefficient was used as the small sample size was unlikely to meet assumptions of the 
parametric equivalent (Pearson Correlation Coefficient),
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At time point one, there was no significant relationship between core brain 
injury symptomology and total HADS score (p = .241, p = .565). There was a 
significant positive relationship between the DEQ concepts of dependency and mood 
(p = .768, p = .026) but no significant relationship self-criticism and mood (p = .578, p 
= .133). This indicates that greater levels of dependency were associated with 
reduced overall emotional wellbeing.
There was also significant correlation between self-oriented perfectionism (p = 
-.857, p = .007) and core brain injury sequelae. Further investigation of this 
relationship revealed that there were strong negative correlations between SOP and 
the physical subscales of brain injury sequelae. There were significant relationships 
between SOP and physical symptoms (p = -.856, p = .007), impulsivity (p = -.728, p = 
.041) and motivational symptoms ((p = -.749, p = .033). The correlation between 
other-oriented perfectionism and core brain injury symptoms trended towards 
significance (p= .683, p = .062). This suggests that those who report higher levels of 
perfectionism tended to also report fewer stroke related sequelae.
Discussion
This study originally aimed to look at the course of change in those who have 
survived a stroke. Unfortunately it was not possible to draw any conclusions due to 
the low overall sample size and the number of participants who had reached time 
point two. The difficulties in this study arose primarily at recruitment; for example, 
many stroke survivors felt that it was “too soon” to consider participating in research. 
As a result of this, those who did take part perhaps experienced fewer stroke related 
sequelae. The discussion presented here will therefore only consider findings at time 
point one. Any conclusions are also considered tentatively due to the low sample 
size.
How impaired were stroke survivors?
EBIQ scores in this study were significantly lower than those given in the 
norms for this measure. For example, Sopena, Dewar, Nannery, Teasdale & Wilson 
(2007) report mean scores on the cognitive scale of EBIQ of 1.84 for brain injured
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individuals and 2.01 for their relative ratings. This can be contrasted to the values of 
1.34 (stroke survivor) and 1.50 (relative rating) obtained in this study. An earlier 
paper by Teasdale (1997) obtained means scores of 1.71 and 1.84 respectively. 
There are several possible explanations for this finding. First is that those stroke 
survivors who did feel able to participate were less impaired by their stroke. This 
explanation would fit with the above feedback from those approached to take part in 
the study. A second, alternative explanation may relate to awareness difficulties at 
this stage in the stroke survivor’s recovery and adjustment. Self-awareness can be 
defined as understanding one’s own abilities and limitations and the impact of these 
on everyday functioning (Schlund, 1999). There is some variation in prevalence of 
unawareness in stroke survivors. Estimates range from up to 58% in earlier studies to 
10% in more recent work (see Orfei et al., 2007 for a review). Recovery of awareness 
is often a progressive process (Marcel et al., 2004) often lasting from weeks up to 
months. As participants took part in time one at the start of their recovery, minor 
difficulties in awareness may have influenced these results. Participants in Sopena et 
al’s (2007) study were further along in their recoveries (2 years post injury and over) 
that may indicate a greater level of awareness than those more recently injured. 
Thirdly, both Sopena et al (2007) and Teasdale et al., (1997)’s sample were of a wide 
variety of brain injury survivors including stroke, traumatic brain injury, infection and 
other acquired brain injuries. This study has investigated only the experience of 
stroke survivors therefore there may be subtle differences in their initial responses to 
the EBIQ questions.
Associations between personality traits and outcomes
Time point one of study one attempted to examine the associations between 
the personality characteristics of self-criticism and perfectionism on mood in the 
immediate weeks after stroke. Self-criticism showed no statistically significant 
association with the outcome variable (HADS-T) although the correlation coefficient 
was .5, which may have reached significance in a larger sample.
The suggestion within these results is that self-criticism is associated with 
depression. This result replicates a large body of empirical and clinical research. In a
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review, Zuroff, Mongrain, & Santor, (2004) confirm that a significant relationship 
exists between these personality traits and psychological health. More recent research 
has attested to the relationship these personality characteristics and distress in in a 
variety of samples (e.g., Besser, Luyten, & Blatt, 2011; Blatt, 2008; Campos, Besser, 
& Blatt, 2010). In addition, research has suggested that self-criticism is associated 
with vulnerability to distress in the presence of stressful life events (e.g., Besser & 
Priel, 2010, 2011; Vliegen et al., 2010). This suggests that in the immediate weeks 
following a stroke survivors may experience a sense of threat, which is associated 
with self-criticism.
A second observation from these data is that given the sample size, there were 
relatively strong correlations between self-oriented perfectionism and core brain 
injury sequelae and between socially prescribed perfectionism and scores on the DAS. 
It seemed that those who reported high levels of self-oriented perfectionism also 
experienced more brain injury sequelae. Conversely, those who reported high levels 
of socially prescribed perfectionism reported fewer cognitive distortions associated 
with depression (measured by the DAS).
The strongest correlations between the individual subscales and self-oriented 
perfectionism related to physical and somatic issues. There have been a small number 
of studies that have evaluated relationships between perfectionism and physical 
health. From this research perfectionism has traditionally been shown to be directly 
and positively related to health problems including, irritable bowel syndrome and 
ulcerative colitis (Pacht, 1984), chronic pain (Van Houdenhove, 1986), migraine 
(Bums, 1980) and headaches (Stout, 1984). Unfortunately many of these studies 
considered perfectionism as a uni-dimensional constmct whereas only the dimension 
of self-oriented perfectionism showed a relationship to brain injury sequelae. Even 
using the MPS-H in a non-clinical population, self-oriented perfectionism was 
positively correlated with a variety of somatic complaints including fatigue, headache 
and sleeping difficulties (Saboonchi and Lundh, 2003). One possible explanation for 
this finding is that in these initial weeks after a stroke, this observation might be 
reflecting stroke survivors’ determination and desire to ‘get better.’ This hypothesis 
is discussed further in the general discussion section of this paper. Any conclusions 
from such a small sample size are, however, extremely tentative. In a small sample
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such as this, results may be greatly influenced by few strong relationships. It would 
be necessary to attempt to replicate this finding in a larger sample.
There was a relationship between socially prescribed perfectionism and 
depression-related cognitive distortions (measured by the DAS). There were pre­
identified difficulties in using the DAS with older adults. Had this study been 
successful, a greater age range of participants may have been included thus 
ameliorating these measurement difficulties. Given that this small sample is mainly 
of older adults, the results cannot be considered reliable and are thus not discussed 
here.
Given the very limited success of study one, the decision was made to move to 
a cross-sectional design. This decision was made after discussing the options 
available within the research team. The limited time available prevented recruitment 
from being extended therefore the cross-sectional design was attempted. Study two 
details the procedure and findings of the cross-sectional study.
Study 2
The aim of study two was to address the research question within the study 
timeframe. As study one had received such a poor response rate, the decision was 
taken to conduct a cross-sectional study to assess how different levels of trait 
perfectionism and self-criticism affected adjustment to stroke. The connections 
between brain injury such as stroke and compassion-focused theory suggest that those 
who experience a significant injury are likely to activate their threat system. A review 
by Morton & Wehman (1995) supports this by concluding that mood difficulties are a 
common problem that exists for a significant amount of time after severe TBI. They 
relate these to psychosocial and relationship problems that were also experienced in 
the sample. In line with this previous theory, the first hypothesis is that those who 
experience a greater amount of brain injury sequelae are more likely to experience 
mood difficulties. Compassion Focused theory would also predict that those with high 
levels of self-criticism would also experience more mood difficulties post-stroke and
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reduced quality of life. Theories of perfectionism also suggest that those high in trait 
perfectionism experience distress when high standards are not met therefore a third 
prediction of this study is that those high in trait perfectionism will experience more 
mood difficulties than others.
M ethod
The literature suggests medium effect sizes for each independent variable of 
interest. Calculations made using the power analysis programme G*Power suggests a 
sample size of 186 will be needed to detect a small effect size at the 5% level using a 
2-sided test. A total of 108 stroke survivors were recruited through regional and 
online support groups. Three stroke and head injury support groups in the Southeast 
of England and two in the Midlands were invited to participate in the study. 
Advertisements were also placed on four stroke and head injury support websites. 
These included Headway, The Stroke Association, Different Strokes, and Behind the 
Gray. Data on participants’ type of stroke was not collected however any other head 
injury was excluded. Potential respondents were asked not to take part if they had a 
traumatic brain injury, infection or Transient Ischemic Attack (TIA). All participants 
were asked to confirm that they had only experienced one stroke that resulted in 
hospital treatment. All participants were invited to take part online or using paper 
forms. 92 participants used the online questionnaires and 16 participants responded 
using paper forms. All responses received using the paper forms were completed. Of 
those who consented to participate online, 56 completed the study, 36 began but did 
not complete all the questionnaires. Non-completers were defined as those 
participants who gave consent and completed the EBIQ but did not finish the study. 
There were no significant differences in EBIQ profile scores between completers and 
non-completers.
Study Materials
The survey contained structured questions regarding demographic 
information, psychosocial situation, stroke related sequelae (European Brain Injury
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Questionnaire, EBIQ; Teasdale, et al., 1997). The survey also included questionnaires 
relating to perfectionism (Multidimensional Perfectionism Inventory, MPS; Hewitt & 
Flett, 1991) and self-criticism (The Forms of Self-Criticizing/Attacking and Self- 
Reassurance Scale, Gilbert 2004; The Functions of Self-Criticizing/Attacking Scale, 
Gilbert 2004). Outcomes in this study were mood difficulties (the Hospital Anxiety 
and Depression Scale, HADS Zigmond & Snaith, 1986), quality of life (Quality of 
Life Scale, QoLS; Burckhardt et al., 1989) and general psychiatric health (General 
Health Questionnaire 12 item measure; GHQ-12, Goldberg 1978).
The EBIQ, HADS, expectations scale and MPS are used as described above in 
study 1. The DAS and the DEQ were not used in study 2, instead questionnaires 
devised by Gilbert (2004) to measure self-criticism were used. Study 2 also used 
general health and quality of life as additional outcome measures. These additional 
scales are described below.
The General Health Questionnaire is a brief (12 item) questionnaire that was 
designed to screen for mild psychopathology, quality of life and wellbeing. This 
measure was developed from the longer GHQ-30 and GHQ-60. The brevity of the 
GHQ-12 was considered suitable for this study given the large number of other 
measures in use. The GHQ is scored on a Likert scale with a maximum score of 36. 
A cut off of 11-12 for caseness is suggested by the GHQ authors. The GHQ has 
achieved test-retest reliability of 0.75 to 0.90. Split half reliability for the 12 item 
measure was a = 0.83. Estimates of internal consistency in the GHQ-12 ranged from 
0.82-0.90. The GHQ-12 has been investigated and shown to have good reliability and 
validity. The results of several validation studies of the GHQ-12 are summarized by 
McDowell (2006).
The Forms of Self-Criticizing/Attacking and Self-Reassurance Scale from 
Gilbert et al. (2004) was developed from clinical work around self-criticism and 
ability to self-reassure. The scale contains three factors: inadequate self (captures 
feeling internally put-down and inadequacy after perceived failures); hated self 
(captures feelings of self-dislike and desire to hurt or punish the self after failure); and 
reassured self (captures feelings of encouragement and care for the self after a 
failure). The FSCRS begins with the statement, ‘When things go wrong for me’ and
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participants use a five-point scale (0 = Not at all like me, 4 = Extremely like me) to 
rate their agreement with statements. Examples of items include T think I deserve my 
self-criticism’ (inadequate self), ‘I have a sense of disgust with myself (hated self), 
and T find it easy to like myself (reassured self). The Cronbach’s alphas in the 
original study were above .86 for each subscale.
The Functions of Self-Criticizing/Attacking Scale (Gilbert et al., 2004) is a 21- 
item self report questionnaire to measure the reasons for self-criticism. The scale 
consists of two factors: self-correction and self-persecution. Self correction items are 
concerned with using self-criticism to advance performance and maintain standards. 
Self-persecution items tap into participants’ concerns with dislike of the self for 
example “to punish myself for my mistakes”. The scale begins with the statement, T 
get critical and angry with myself, followed by the scale items. Participants rate 
items on a five-point scale, from 0 = Not at all like me to 4 = Extremely like me. The 
scale has Cronbach’s alphas of .92 for both subscales.
Ethics
An application was initially made to run in private and voluntary 
organisations. The study and its materials were reviewed and approved by the 
University of Surrey’s Faculty of Arts and Human Sciences ethics committee. In the 
Spring of 2013, recruitment was extended to community NHS Neuro-rehabilitation 
teams in Berkshire. Approval for this was given by The South-East Coast (Kent) 
NHS Research Ethics Committee and by the Research and Development Team within 
Berkshire Healthcare NHS Trust.
Results
Sample Characteristics
The total study sample totaled 69 participants (paper respondents plus those 
responding online). 21 people (30%) of the sample were male and 48 (70%) were 
female. 80% of the sample described themselves as white British, 10% as other white 
background (American, New Zealand, Canadian, Slovak and Welsh), 1% as white and
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Asian, 2% as other ethnic background and 1% preferred not to disclose their ethnic 
background.
All participants had received input from at least one multi-disciplinary team 
professional; 71% of respondents had seen an Occupational Therapist, 36% had seen 
a Speech and Language Therapist, 53% had seen a Psychologist and 43% had seen a 
Physiotherapist. Of those who reported seeing a Psychologist, 42% had engaged in 
some kind of talking therapy, 40% had undergone neuropsychological testing and 
24% had learned relaxation strategies.
Participants reported a variety of changes in their lives including changes in 
employment (39%), giving up previous hobbies (65%) and reduction in contact with 
friends and family (68%). Participants were asked to provide qualitative information 
regarding any other changes to their lives. Giving up driving, becoming more 
dependent on others and reduction in mobility were common themes amongst 
participants. Sixty two percent of participants agreed that their total household 
income had been reduced as a result of their stroke.
Table 5 below summarises demographic information about the sample and 
gives mean scores on the questionnaire measures. Means are shown together with 
standard deviations in parentheses.
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Table 5.
Mean questionnaire scores and demographic data
Mean (SD)
Mean age (SD) 50 (11.4)
Age range 22-78
Gender
Female 48
Male 21
Mode household income £30-50,000
Mean days in hospital 46.08 (37.2)
Mean time since stroke in years 3.75 (4.77)
Practical and cognitive stroke sequelae (SD)
Somatic 2.12 (0.43)
Cognitive 2.01 (0.47)
Motivation 1.97(0.58)
Impulsivity 1.83 (0.53)
Depression 1.97(0.60)
Isolation 1.99(0.42)
Physical 1.73(0.41)
Communication 2.03 (0.52)
Core 1.98(0.44)
Mean perfectionism (SD)
Self-Oriented Perfectionism 
Other-Oriented Perfectionism 
Socially-Prescribed Perfectionism
67.38 (19.78) 
55.99 (14.47) 
56.76 (16.07)
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Mean self-criticism (SD)
Hated self 3.76 (3.77)
Reassured self 14.21 (6.8)
Inadequate self 15.31 (7.38)
Functions o f self-criticism
Self-persecution 16.51 (12.24)
Self-correction 4.00 (6.37)
Mean self-discrepancy (SD)
Pre-post stroke self 34.56 (28.55)
Expectations of others (current) 70.46 (25.91)
6 month expectations 43.22 (28.83)
Expectations of others (6 months) 74.54 (22.15)
In the sample, 37% of the participants experienced significant anxiety (HADS 
>10), 18% experienced significant depressive symptomatology and 72% experienced 
reduced well-being (GHQ-12 >13) and 74% reduced quality of life (QoLS < 82). 
Mean EBIQ scores in this study were higher across all scales than those reported in 
initial norms (Teasdale et al., 1997). This indicates that the study population are 
significantly affected by their brain injury sequelae. The values obtained in this 
study are within 1 SD of the brain-injured norms provided by Teasdale (1997).
Statistical analysis was conducted using The Statistical Packages for Social 
Sciences (SPSS) software program, version 20.0. These data were first screened for 
normality and skewness. Normality plots can be found in appendices G-M. The 
sample was first examined for demographic information.
Collinearity between predictor variables was verified using Pearson 
correlation coefficients. Following this, associations between predictor variables and 
outcome measures were explored using linear multiple regression models. Predictor 
variables were selected based on their previously articulated theoretical associations. 
Moderator analysis was then performed on the personality variables (self-criticism 
and perfectionism) thought to be involved in predicting emotional adjustment post 
stroke.
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Data Analysis
The data was initially screened for outliers and normality. No data was 
removed however the self-criticism scales were identified as non-normally 
distributed. In order to correct for this in the data analysis all scores were centred 
prior to entering these into regression models. Relationships and intercorrelations 
were initially explored using Pearson Product Moment correlations. There was a high 
level of collinearity between the EBIQ scales therefore only the EBIQ ‘Core’ scale 
was used. The Core scale is considered representative of general difficulties related 
to a brain injury (Teasdale et al., 1997). There was also high collinearity between the 
‘hated self and ‘inadequate self scales on the Forms of Self-criticism questionnaire 
therefore these scales were combined into one self-criticism score. Individually, these 
scales were also skewed and combining these resulted in more normally distributed 
data.
Moderated Multiple Regression (MMR) was used to determine the main 
effects of brain injury sequelae and each moderator (i.e., self-criticism, perfectionism 
and self-reassurance) as well as their interaction on psychological wellbeing. 
Psychological wellbeing was measured by the HADS and QoL scores. ‘PROCESS’ 
macros (Hayes & Preacher, 2013) were used with SPSS to conduct moderator 
analyses. PROCESS macros centre predictor variable scores and compute the 
interaction term (Aiken & West, 1991). Any two predictors and the interaction are 
then entered into a regression model by the PROCESS macro. An example of a 
moderator model is illustrated in figure 5 below:
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Figure 5: An example of moderated multiple regression
DV
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The order of variable entry into the regression model was as follows: step 1— 
core brain injury sequelae; step 2—moderator; and step 3—bndn injury sequelae x 
moderator interaction. This process was repeated for self-discrepancy: Step 1 -  Pre­
post discrepancy; step 2 -  moderator and step 3 -  pre-post discrepancies x moderator 
interaction. Moderating effects were determined by the significance of beta weights 
and changes in associated with the inclusion of the interaction term (Cohen, 
Cohen, West, & Aiken, 2003).
Predictor And Outcome Variable Intercorrelations
Correlational analysis of these data revealed significant associations between 
several of the predictor variables and the outcome measures used. Psychological 
wellbeing (measured using the GHQ), mood (HADS) and quality of life were the
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outcome variables used in this analysis. Predictor variables included age, time 
elapsed since stroke, brain injury sequelae (all EBIQ scale scores), perfectionism, 
self-criticism and self-discrepancy. Table 6 shows the correlations between the 
predictor variables and outcomes. Significant relationships are highlighted in the 
table.
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Table 6.
Study 2 predictor and outcome variable correlations
Predictor Variable Wellbeing
(GHQ)
Mood Quality of Life
Anxiety Depression
Demographics Age ^388»* -.401** -.187 376**
Time since stroke 
Brain injury sequelae
-269* -32 -.139 .082
Cognitive .508** 494** .718** -.617**
Somatic .508** .530** .631** -.612**
Motivation .578** .530** .814** ^766**
Impulsivity .500** .534** 644** -.616**
Depression .726** .721** .683** -.725**
Isolation .504** .486** .681** ^657**
Physical .404** .412** .738** -.611**
Communication .417** .470** .728** -.627**
Core j68** .645** .823** -.774**
Perfectionism
Self-Oriented .0194 0.128 0.066 -0.186
Other-Oriented 0.061 0.047 0.131 -0.124
Socially-
prescribed
0.144 0.026 0.112 -0.163
Total MPS .416** 325** .374** ^368**
Self-Criticism
Hated self .628** .506** 337** -.600**
Reassured self -j^6** ^633** -.701** .772**
Inadequate self 382** .514** .457** -.486**
Self-persecution .364** 272* 250* -.344**
Self-correction .445** .331** 311* - 444**
Self-discrepancy
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Pre-post stroke -.381** -.527** -.631** .566**
self
Expectations of -0.222 -0.137 -.246* .248*
others (current)
6 month -0.171 -.332** -.370** .349**
expectations
Expectations of -0.042 0.007 -0.113 0.152
others (6 months)
The analysis showed significant relationships between many of the predictor 
and outcome variables. There was a significant correlation between age and 
outcomes; older participants tended to report less anxiety (r = -.401, p = .001), better 
psychological wellbeing (r = -.388, p = .001) and quality of life (r = .376, p = .000) 
overall. There were highly significant correlations between all aspects of brain injury 
sequelae and mood. The Core scale of the EBIQ is said to summarise the range of 
symptoms that brain injury survivors experience and this was strongly associated with 
diminished psychological wellbeing (r = .658, p = .000), increased anxiety (r = .645, p 
= .000) and depression (r = .823, p = .000) and decreased quality of life (r = -.774, p = 
.000). Individual facets of perfectionism were not significantly associated with any of 
the outcome measures although in an analysis of predictor intercorrelations, self­
oriented perfectionism was correlated with aspects of self-criticism. Self-oriented 
perfectionism was significantly correlated with perception of the self as inadequate (r 
= .372, p = .002), self-criticism to persecute the self (r = .420, p = .000) and self- 
criticism to correct the self (r = .319, p = .008). Other-oriented perfectionism was 
also associated with self-persecution (r = .313, p = .009) and inadequate self (r = .248, 
p = .042). Socially prescribed perfectionism correlated with both functions of self- 
criticism; with self-correction (r = .248, p = 0.43) and self-persecution (r = .324, p = 
.008). These results indicated that although in this sample, perfectionism is not 
necessarily associated with psychological ill-health but it is associated with self­
punishment and viewing the self in a negative and evaluative manner.
All aspects of self-criticism were associated with diminished quality of life 
and reduced psychological wellbeing. Greater use of self-criticism to correct the self 
and persecute the self were also significantly correlated with more negative
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psychological outcomes. For example, self-correction was associated with reduced 
quality of life (r = -.444, p = .000) and a greater number of symptoms endorsed on the 
GHQ (r = .445, p = .000). Perceived self-discrepancy was also associated with 
reduced psychological wellbeing, for example, those who perceived greater 
discrepancy between their pre-post stroke selves also reported more anxiety (r = - 
.527, p = .000) and reduced quality of life (r = .566, p = .000). Similarly, those who 
predicted that they would still have significant self-discrepancy in six months also 
reported more anxiety (r = -.332, p = .006), more symptoms of depression (r = -.370, 
p = .002) and reduced quality of life (r = .349, p = .003). There was no association 
between predicted self-discrepancy and scores on the GHQ (r = -.171, p = .159).
What Is The Relationship Between Perfectionism And Mood?
Previous research has suggested a relationship between mood difficulties and 
perfectionism. This relationship was tested first amongst these data however no 
predictive relationship was found. A regression model including all three facets of 
perfectionism (self-oriented perfectionism, other-oriented perfectionism and socially- 
prescribed perfectionism) failed to reach significance and explained only a small 
amount of variance in both depression {R  ^= .020, F(3, 63) = .435, p = .729) and 
anxiety (R^= .018, F(3, 63) = .379, p = .769).
The effect of perfectionism on mood was not moderated by self-criticism. 
Regression models were constructed including self-oriented perfectionism as a 
predictor, self-criticism as a moderator and depression {R^= .286, F(3, 63) = 8.40, p = 
.001) and anxiety {R^= .320, F(3, 63) = 9.91, p = .000) both significantly explained 
variance in mood scores however few predictors were significant within these models. 
Only self-criticism was a significant predictor in the latter model {b = .4780, t = 
2.3754, p = .0206)
What Is The Relationship Between Self-Criticism And Mood?
The correlational analysis suggests a complex relationship between self- 
criticism and outcome variables. In order to further examine the relationship between 
self-criticism and mood and the perceived function of self-criticism, multiple 
regression was used to test a moderational model (Baron & Kenny, 1986). Previous
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theory in this area suggests that self-criticism predicts poor psychological health and 
reduced quality of life in the general population. The model that is tested here is that 
firstly, people who express higher levels of self-criticism will report more symptoms 
of anxiety and depression and reduced quality of life. Secondly, in line with models 
of adjustment, levels of self-criticism will have an impact on how the person copes 
with any stroke-related sequelae.
The first stage of the analysis was to examine the relationship between self- 
criticism and depression. Regression models were constructed to test the predictive 
relationship of these variables. In these analyses, the Core scale of the EBIQ measure 
was used and the ‘hated self and ‘inadequate self scales of the self-criticism measure 
were combined due to high levels of collinearity.
Tables 7-9 below show the results of regression analyses to investigate the 
relationship between predictors and outcomes in stroke survivors. A model including 
self -criticism, core brain injury sequelae and the interaction term accounted for 69% 
of the variance in HADS depression scores. In this model, core brain injury sequelae 
was a highly significant predictor of depression scores (p = .001). Self-criticism and 
self-reassurance were not significant predictors and there was no significant 
interaction in either model (p = .215 and .2018 respectively).
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Table 7.
Results of moderated multiple regression models: Depression
Predictors
Unstandardised 
beta weights (b) t P
Regression analysis la:
DV: Depression, F(3, 63) = 46.2293, p = .000, = .6876
Self-criticism -0.1596 -1.1019 0.275
Core 6.0059 3.6821 0.001
Self-criticism x Core 0.0889 1.2527 0.215
Regression analysis lb:
DV: Depression, F(3, 63) = 55.087, p = .000, R^= .724
Self-reassurance .1208 .5374 3929
Core 8.1939 4.7010 .000
Self-reassurance x Core -.1410 -1.2899 .2018
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Table 8.
Results o f moderated multiple regression models: Anxiety
Unstandardised 
Predictors beta weights (b) t P
Regression analysis 2a:
DV: Anxiety, F(3, 63) = 18.6698, p = .000, R^= .4706
Self-criticism 0.129 0.6009 0.550
Core 5.8027 2.3998 0.019
Self-criticism x -0.0086 -0.0819 0.935
Core
Regression analysis 2b:
DV: Anxiety, F(3, 63) = 20.8908, p = .000, R^= .4987
Self-reassurance -0.3316 -0.9606 0.340
Core 4.033 1.5077 0.137
Self-reassurance x 0.046 0.2742 0.785
Core
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Table 9.
Results of moderated multiple regressions: quality of life
Predictors
Unstandardised 
beta weights (b) t P
Regression analysis 3a:
DV: QoL,F(3, 64) == 45.52, p = .000, = .6809
Self-criticism 1.709 23689 0.0125
Core -12.1919 -1.638 0.1063
Self-criticism x
Core -0.9875 -3.0307 0.0035
Regression analysis 3b:
DV: QoL,F(3,64) == 58.4376, p = .000, R^= 7326
Self-reassurance 0.2645 026 0.796
Core -28.481 -3.619 0.0006
Self-reassurance x
Core 0.4837 0.9786 0.3315
A second part of the analysis investigated the relationship between self- 
criticism, self-reassurance and anxiety (regression analyses 2a and 2b). Analysis of 
this followed a similar path to that described above for depression. Regression models 
including self-criticism or self-reassurance, core brain injury sequelae and interactions 
were investigated however there were no significant interactions between core brain 
injury sequelae and self-criticism or self-reassurance and anxiety.
W hat Is The Relationship Between Self-Criticism And Quality Of Life?
A second core outcome in this study was quality of life. As the previous 
research suggests an adverse impact of self-criticism, relationships between this 
predictor and quality of life were investigated. A regression model was constructed to 
investigate whether the association between brain injury sequelae and quality of life 
depends on the degree to which participants were self-critical or able to self-reassure.
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The results o f this model are shown in table 7 (model 3a). A fter centering 
core EBIQ and self-criticism scores and computing the interaction term (Aiken & 
West, 1991), these predictors and the interaction were entered into regression model. 
Results indicated that greater self-criticism (/=2.5689, p = .0125) but not greater brain 
injury sequelae {t= -1.638, p= .163) were associated with lower quality o f life. The 
interaction between brain injury sequelae and self-criticism was significant {t= - 
3.0307, p = .0035), suggesting that the effect o f brain injury sequelae on quality o f 
life depended on level o f self-criticism. A similar model was built to examine the 
relationship between brain injury sequelae and self-reassurance (regression analysis 
3b). There was no significant interaction between self-reassurance skills and core 
stroke sequelae.
Self-criticism therefore, moderated the relationship, between core brain injury 
sequelae and quality o f life. This indicates that given the same number o f stroke 
sequelae, those who were more s e lf  critical were likely to experience reduced quality 
o f life. This moderating relationship is illustrated in figure 6 below:
Figure 6. Self-criticism moderates the relationship between brain injury sequelae and 
quality o f life.
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What Is The Relationship Between Self-Discrepancy, Self-Criticism And Mood?
Previous literature suggests that increased self-discrepancy is associated with 
mood difficulties such as anxiety. The literature around self-discrepancy also 
suggests that depression occurs when an event occurs that means that previous life 
goals are now no longer achievable.
On average many participants experienced significantly more current self­
discrepancy (M=35) than they felt that others expected of them (PPSC-0; M=70.4, 
SE= 3.12, ^(68)= -8.195, p< .001, r= .11). This relationship was reflected in 
participants’ expectations of their self-discrepancy six months into the future. 
Participants forecast greater discrepancy in their pre-post selves (PPSC-6 M= 40.9) 
than they believed others would expect (PPSC-06; M= 74.5, SE= 3.01, ^(53)= -8.433, 
p< .001, r= .31). Due to the discrepancies between participants’ views of their self­
discrepancy and their perception of others, only their own pre- post- comparisons 
were used to model relationships between self-discrepancy and mood.
Given that self-criticism appears to moderate the relationship between brain 
injury sequelae and quality of life in stroke survivors, moderator analyses were 
carried out using regression models in order to address the hypotheses that self- 
criticism may moderate the relationship between quality of life and pre-post self­
comparisons. Using a regression model, it was found that self-criticism moderated the 
relationship between quality of life and pre- post-stroke self-discrepancy. Results 
indicated that greater self-criticism {b = -1.3825, t= -5.2722, p= .000) but not more 
discrepant PPSC {b =.0769, t= .6121, p= .5427) were associated with reduced quality 
of life. The interaction between PPSC and self-criticism was significant {b = .0218, t= 
3.2028, p =.0021), suggesting that the effect of PPSC on quality of life depended on 
level of self-criticism.
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Figure 7: Interaction between pre-post self-comparisons and self-criticism to predict 
quality o f life.
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Figure 7 shows the interaction between pre-post self-comparisons. This 
indicates that given the same amount o f experience self-discrepancy, participants’ 
quality o f life varied according to their self-criticism. Those who experienced high 
amounts o f self-discrepancy and were also highly self-critical were likely to report far 
lower quality o f life than participants with similar self-discrepancy but lower levels o f 
self-criticism.
G racey’s (2009) Y-shaped model suggests that identity discrepancy is 
particularly associated with anxiety. The hypothesis that it was self-criticism that was 
causing this anxiety was tested with an additional hypothesis that there was an
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interaction between self-criticism and pre-post self-comparisons that would predict 
anxiety.
A multiple regression model was created to investigate whether the 
association between self-discrepancy (PPSC) and anxiety (HADS-A) depends on the 
degree to which participants were self-critical. In this model, self-criticism was a 
significant predictor o f anxiety {b = .2912, t = 3.9090, p = .0002) however self­
discrepancy was not {b = -.0008, t = -.0214, p = .9830). The interaction term 
approached significance however was not below the critical value of .05 {b = -.0036, t 
= 1.8987, p = .0622). The trend towards a significant interaction between PPSC and 
self-criticism suggests that the effect o f PPSC on anxiety may also depend on level o f 
self-criticism. This interaction is depicted graphically in figure 8 below:
Figure 8. Interaction between self-discrepancy and self-criticism to predict
S e lf-c r it ic ism  
—  Low 
—— Moderate
< 10.00
Moderate
Self-discrepancy
anxiety
The interaction between pre-post self-comparisons and self-criticism is 
represented above. The results o f this analysis suggest that the impact o f self­
discrepancy depends to some extent on the degree to which a person is self-critical.
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For example, those who experience a high level of self-discrepancy (i.e. T feel I am 
very different to the person I was before my stroke’) report more anxiety when they 
also experience high levels of self-criticism.
Why Do Stroke Survivors Criticize Themselves?
Participants were asked to complete the functions of self-criticism 
questionnaire in order to ascertain the reasons for which they criticize themselves. 
Gilbert’s (2006) functions of self-criticism questionnaire proposes two main functions 
for self-criticism and has two corresponding scales to measure these. These functions 
are to either persecute the self or correct the self. A regression model was constructed 
with self-criticism as the outcome variable and the two functions (self-persecution and 
self-correction) as predictors. This model explained 49% of variance in self-criticism 
scores (F (2, 65) = 30.574, R^= .485, p = .000). Both self-persecution and self­
correction were significant predictors in the model. Self-correction was a slightly 
stronger predictor (p = .446, t = 3.799, p = .000) than self-persecution (p = .318, t = 
2.712, p = .009). This result suggests that amongst stroke survivors, both functions 
exist however a significant goal of self-criticism is to correct the self and prevent 
mistakes.
Discussion
Participants in this study experienced a change in their identity post stroke. 
This result replicates that of previous investigations in this area (i.e. Muenchberger, 
Kendall & Neal, 2008) and brain injury literature as a whole (i.e. Carroll & Coetzer, 
2011). This provides further empirical support for the theory that brain injured 
individuals perceive a shift in their internal world (Gracey et al., 2009), which 
characterises models of brain injury adjustment. In particular however, this study has 
replicated findings around identity change amongst a sample of purely stroke 
survivors. There is widespread agreement as to the potentially traumatic nature of 
identity change following brain injury, for example this has been described as a 
‘catastrophic reaction’ (Goldstein, 1959). This research has attempted to 
incorporate the perspective of CFT into existing models of adjustment to brain injury 
in order to understand how people cope with this trauma. In CFT language, the stroke
138
and consequent identity change can be regarded as a threat to self that provokes a 
particular set of intra- and inter-personal responses. The results of this study also 
provide tentative support for the CFT suggestion that stroke is a stressor that triggers 
the threat system (i.e. an event that provokes feelings of hardship or perceived 
inadequacy). The difference perceived by participants particularly in terms of their 
pre and post-stroke identities may incur threat system activation as stroke survivors 
notice activities or roles that they are no longer able to carry out.
The Moderating Effect of Self-Criticism On Psychological Health After Stroke
Taylor et al (2011) argue that the process of adjusting assumptions about the 
self and the world are integral to what Gracey et al., describe as coming to terms with 
a new identity. Further to this, the CFT model is proposed as a useful way of 
understanding the intrapersonal responses that are invoked by this difficult 
adjustment. For example, CFT provides us with a theoretical understanding of 
individuals’ responses to life stressors such as stroke. In addition to investigating 
participants’ experiences of self-discrepancy, the present study examined the 
moderating role of self-criticism and perfectionism on adjustment. Self-criticism 
was found to moderate the relationships between pre-post discrepancy and quality of 
life and also brain injury sequelae and quality of life. There was also a strong trend 
toward a significant moderator effect of self-criticism on the relationship between 
self-discrepancy and anxiety. The effect of self-criticism was such that amongst those 
who have experienced a stroke, people who were more critical of themselves were 
likely to report reduced wellbeing and quality of life than others with the same degree 
of experienced self-discrepancy. These results lend tentative support for CFT theory, 
which states that in the presence of a threat to the self, self-criticism is one way in 
which people respond to that threat.
In terms of CFT, threat system activation can be responded to through self- 
criticism or through self-reassurance. Self-criticism involves self-blaming and self- 
punitive responses in the face of threat system activation. In this research it was this 
process that was hypothesized to underlie the emotional difficulties that can occur 
when adjusting to stroke. Indeed, the moderator effect that self-criticism had on the 
relationship between self-discrepancy and quality of life suggests support for this
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hypothesis. This stress-enhancing moderator relationship has been observed in other 
areas, for example, in the 1980s, Smith, O’Keeffe & Jenkins (1988) found that self- 
criticism moderated the relationship between negative life events and depression. 
Lakey & Ross (1994) also identified a moderating effect of self-criticism on 
interpersonal stress however both of these studies were in student samples. More 
recent research into the moderating effect of self-criticism has found that women 
experiencing chronic pain are more likely to become depressed when they are also 
self-critical (Lerman, Shahar & Rudich, 2012). In particular, women who reported 
high levels of affective pain tended to be more depressed and the intensity of their 
depression was moderated by self-criticism. Self-criticism has been found to have a 
similar effect in other areas. For example, research in non-clinical samples has 
replicated the moderating effect of self-criticism on attachment anxiety in men 
(Cantazaro & Wei, 2010).
Whilst this research provides support for the CFT approach, in general, 
support is given to the tenet that self-criticism increases vulnerability to distress. 
Similarly to Gilbert other researchers in the area such as Blatt (1974) also argued that 
when self-critical individuals encounter high levels of stress, they are susceptible to 
developing depression. This study identified self-criticism as having a similar role in 
adjustment to stroke. The results of this study indicate an additional layer to the 
relationship between stroke and psychological wellbeing. Research has also shown 
that self-criticism is associated with vulnerability to distress as a result of 
simultaneous stressful life events (Besser & Priel, 2011). This is, however, the first 
investigation into these kind of intrapersonal responses to stroke.
What about the function of self-criticism?
Various studies have proposed functions of self-critical thoughts such as 
coping (e.g., Coyne, Aldwin, & Lazarus, 1981; Tobin, Holroyd, Reynolds, & Wigal, 
1989), self-punishment (Reynolds & Wells, 1999; Wells & Davies, 1994) and 
emotion regulating self-talk (Brinthaupt, Hein, & Kramer, 2009). More recently 
however, Gilbert & Procter (2006) have suggested that self-criticism has two main 
functions; the first focuses on self-correction, for example striving to achieve and
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preventing the self from making mistakes or keeping the self alert to errors. A second 
aspect of self-criticism functions to harm or punish the self. Both of these functions 
of self-criticism have been strongly associated with shame and low mood (Gilbert & 
Procter, 2006). This is associated with anger and self-contempt and is an attempt to 
control negative aspects of the self. In this study, both functions of self-criticism 
were significant predictors of self-criticism, however self-correction was a slightly 
stronger predictor. This suggests that stroke survivors engage in self-criticism more 
to prevent themselves from making mistakes than to harm themselves. Although this 
sample did not report any associations between perfectionism and psychological well­
being, participants did report significant self-discrepancy and beliefs that their 
significant others had greater expectations of their recovery. It may be that self- 
criticism functions in this population to attempt to recover or become closer to the lost 
(pre-stroke) self.
In the context of stroke survivors, blaming and attacking the self could be 
important ways of maintaining a sense of safety and self-regulation. Gilbert and 
Procter (2006) report an intervention to reduce self-criticism and self-attacking in a 
sample of mental health service users. Interestingly, in this intervention, there were 
clinically and statistically significant reductions in many aspects of psychopathology 
such as depression, anxiety and shame however there was no significant change in 
self-correction. Gilbert and Procter hypothesized that this was because many 
participants felt this attribute was positive. Gilbert (1992) previously discussed this 
issue and emphasized that anxiety around ‘becoming lazy’ may be associated with 
this kind of self-criticism. In the context of stroke survivors, this may be thought of 
as ‘giving in’ to the stroke or not working hard towards recovery. This is supported 
by qualitative evidence from Muenchberger, Kendall & Neal (2008) whose 
participants reported fear of failure and not living up to expectations. Further to this, 
these participants also spoke about the social pressure to ‘be normal’ for example 
reporting a rehabilitation target of carrying out activities in the same way as other 
people.
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The Relationship Between Brain Injury Sequelae And Psychological Health
In this study it was found that the number of brain injury sequelae are strongly 
correlated with psychological wellbeing and quality of life after stroke. This finding 
is in line with other research in this area. For example, Barton, Miller & Chanter 
(2002) state that in clinics, patients are often most concerned about their losses and 
have worries about the ftiture, such as how they will cope, the impact on their family 
and the possibly of another more serious stroke. Barton, Miller & Chanter (2002) state 
that these concerns may contribute to mood disorder following stroke through 
increased experienced anxiety. These authors go further however, to state that patients 
with reduced awareness of functioning and stroke sequelae may not experience such 
concerns and therefore experience less anxiety and or/mood disorder. There are 
various findings in the TBI literature that support this (for example, Demakis, 
Hammond & Knott, 2010; Kurtz, Shealey & Putnam, 2007; Miller and Bonders, 
2001; Youngjohn, Davis, & Wolf, 1997).
The patients in this study were self-selected and as such are likely to be higher 
in functional abilities including awareness. This study also excluded those who 
experienced language problems such as aphasia, which may also indicate a sample 
who are more able. In the presence of awareness, raised levels of anxiety 
accompanying brain injury sequelae is in line with the SCoTS model as well as other 
models such as the Y-Shaped model. The results of this study contribute to a growing 
body of literature that suggests that, in the presence of self-awareness, this is a 
process that is associated with mood difficulties and reduction in quality of life.
The participants in this study were also often some years post-stroke and thus 
were unlikely to experience awareness difficulties and had been living with the 
implications of their stroke for some time. This elapsed time since stroke may allow 
people to consolidate the impact of the stroke. There was a small correlation between 
psychopathology (measured using the GHQ) and time since stroke however there 
were much stronger correlations between quality of life, anxiety and age. Older
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participants in this study reported fewer symptoms of psychological difficulties and 
better quality of life. These results support early work on long term adjustment to 
health conditions such as that by (Schütz & Decker, 1985) who found that amongst 
older victims of spinal cord injury the circumstances in which the disability occurred 
reduced in importance with age. Age is also an important factor in adjusting to other 
health conditions, for example Constanzo, Ryff & Singer (2009) found that older 
survivors of cancer were more likely to show psychosocial functioning at the same 
level as their peers. This suggests that there is a protective effect of age however the 
reason for this is unclear. Personality variables such are thought to change with age 
(Roberts & DelVecchio, 2000) as does self-criticism (Kopala-Sibley, Mongrain & 
Zuroff) therefore there may be some ameliorating impact of this on wellbeing.
Summary And Concluding Discussion
This is believed to be the first study to examine the roles of self-criticism and 
perfectionism in adjustment to stroke, and their relationships with psychological 
health among stroke survivors. These studies have attempted to address the research 
questions of how personality traits such as perfectionism and self-criticism impact on 
adjustment in stroke survivors. As discussed above, the findings relating to the 
moderating effect of self-criticism may help professionals understand this process 
better. One surprising finding in this research was that there was no relationship 
between perfectionism and any of the outcome variables.
The Impact Of Age On Perfectionism
Perfectionism has historically been identified as a predictor of depression. In 
this study perfectionism was not a significant predictor of depression or anxiety. 
There are two possible explanations for this finding; firstly, the MPS does not 
accurately measure perfectionism in older adults. Many of the studies of 
perfectionism using the MPS use samples that are not comparable to the age group in
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this study. For example, Hewitt & Flett’s original (1991) study using the MPS was 
with university students whereas the mean age in this study is 50 years.
A second possibility is that age changes the relationship between 
perfectionism and mood. Developmental research has suggested that perfectionism 
decreases as people become older (Landa & Bybee, 2007) however MPS scores in 
study two are comparable to those reported by the scale authors. Chang (2000) 
investigated differences in the mediating effect of stress on the relationship between 
perfectionism and mood. In a sample of older adults, both stress and perfectionism 
had an almost equivalent effect on worry. In younger adults however, the effect of 
stress on worry was far stronger than perfectionism. Chang (2000) suggests that the 
pathways related to worry might be vary according to age groups and proposes that 
older adults have greater sources of support that act as a buffer to the harmful impact 
of worry. Also of importance for this study is that overall, associations and moderator 
relationships between stress, perfectionism and outcomes were less strong for older 
adults than for younger people. Chang’s research was also carried out on a much 
larger sample size (n = 270 young participants, n = 256). The effect size of 
perfectionism in older adults may be smaller which might be part of the reason for 
which this was not found in this study with a sample of 69.
Another possibility is that perhaps there is a change in the action of 
perfectionism on mood in older participants? Another previous study that has used the 
MPS in older adults investigated the relationship between perfectionism and mortality 
in older adults. Fry & Debats (2009) found that the dimensions of self-oriented 
perfectionism and socially prescribed perfectionism in older adults were associated 
with 6.5-year mortality rates. Fry & Debats used age-adjusted Cox regression 
analyses to predict that individuals with a high self-oriented perfectionism score (over 
70^  ^ percentile) had a 51% increased risk of death compared to low perfectionism 
scorers (less than 30* percentile). Other-oriented perfectionism and socially 
prescribed perfectionism were not significant predictors of mortality in Fry & Debat’s 
study although socially prescribed perfectionism was associated with increased 
mortality. In this study, average self-oriented perfectionism scores were lower than 
those in Fry & Debat’s however within 1 standard deviation (SD). Other-oriented 
perfectionism scores were higher in this study (again, within 1 SD), however, socially
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prescribed perfectionism scores were over 1.5 SD lower than those in Fry & Debat’s 
study. Perhaps after a stroke, self-oriented perfectionist thoughts may also be viewed 
as striving to achieve goals and thus viewed less negatively and associated with less 
distress by the respondents in this sample. Thus, those respondents who report 
perfectionistic striving are not necessarily those who encounter difficulties because 
they see these strivings positively. Striving to achieve can also be seen as part of the 
recovery process, for example within goal setting. Goal setting is a core feature of 
many neuropsychological rehabilitation processes (Wade, 2009) and is viewed as a 
method of motivation enhancement, promoting treatment adherence and autonomy 
(Sugavanam et al., 2013). Similarly, if perfectionism is considered in the framework 
of personality trait theory (i.e. five-factor trait model, McCrae & John, 1992), it might 
be reasonable to think that perfectionism has significant similarity to 
conscientiousness. Conscientiousness consists of traits including striving, having 
high standards and self-discipline (Roberts, Walton, & Bogg, 2005) which Costa and 
McCrae (1998) consider to be similar to perfectionism. Within this framework, 
perfectionism may be considered to exert a helpful and adaptive effect (see Enns, Cox 
& Clara, 2005). Perfectionistic strivings have been associated with psychological 
wellbeing in a positive manner. Evidence to support this can be found in a study of 
grade point average (GPA) and perfectionism in students of the sciences and 
engineering (Rice, Lopez & Richardson, 2013). In this study it was found that 
particularly for women, adaptive perfectionism was associated with strong academic 
performance. Similarly, Klibert et al. (2005) found that self-oriented perfectionism 
was positively associated with motivation to achieve. One hypothesis is that amongst 
highly perfectionistic individuals are more able to focus on rewards and are able to 
obtain positive experiences of mastery and control through their behaviour (Bums et 
al. 2000). Feelings of control and self-efficacy are likely to be important amongst this 
client group therefore this may be one explanation for this finding.
Clinical Implications
A key clinical finding of this research is that stroke survivors who experience 
high levels of self-criticism experience reduced psychological wellbeing and quality
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of life. For many stroke survivors, this may simply indicate reduced quality of life 
however it will be important for health professionals to consider high levels of self- 
criticism as a risk factor for mood difficulties. This is particularly important to 
consider in stroke survivors, who are aware of their difficulties. The results of this 
study differed from others that have found no relationship between level of disability 
and mood however it is suggested that this is due to the high functioning level of 
participants in this study and presence of awareness. In addition to the impact on 
mood, self-criticism interferes with progress towards important goals (Powers, 
Koestner, Lacaille, Kwan, & Zuroff, 2009). As discussed above, goals are often an 
important part of the neuropsychological rehabilitation process. Self-criticism may 
therefore be considered a barrier to achieving goals in some stroke survivors.
There are also therapeutic implications for the treatment of mood disorders in 
stroke survivors. The efficacy of cognitive-behavioral therapy (CBT) seems to be 
influenced by self-criticism. For example, the negative impact of self-criticism was 
revealed in studies of using different treatment modalities (Blatt et al., 1995, 1998), 
but also in a study of CBT (Rector et al., 2000). Other studies such as that by 
Marshall, Zuroff, McBride & Bagby (2008) have found that while self-criticism has 
no negative impact on CBT, it did predict poorer response to treatment using 
Interpersonal Therapy (IPT). In addition to interfering with treatment, Marshall et ah, 
(2008) also found that self-criticism can predict future depression as it mediates the 
effect of stressful life events. Similarly, in this study, self-criticism was shown to 
have a moderator role but crucially interacts with brain injury sequelae to predict 
mood disorder. In the case of this study, it is not just the number of sequelae but the 
intrapersonal response to those sequelae that predicts mood difficulties. For health 
professionals working with stroke survivors, self-criticism is an important 
characteristic to consider when conducting assessments.
Although self-reassurance was not found to have a main effect in this study, 
there is a large body of evidence to suggest that therapeutic attempts to increase these 
skills leads to improved psychological wellbeing. Specific therapeutic approaches 
might be useful for stroke survivors who exhibit very high or damaging levels of self- 
criticism. For example. Compassion Focussed Therapy itself aims to develop self­
reassurance skills and decrease shame and self-criticism. This was used successfully
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in a client group with personality and mood disorders (Gilbert & Proctor, 2006). 
When individuals are able to reassure themselves and be self-compassionate they are 
also more able to cope with negative events (Neff, Kirkpatrick, & Rude, 2007) and 
respond more adaptively to trauma (for example, Thompson & Waltz, 2008). The use 
of CFT with a survivor of traumatic brain injury has been documented only once in 
previous literature (see Ashworth et al., 2011). The conceptual model on which CFT 
is founded appears to be able to account well for the experiences of brain injury 
survivors including stroke. Further development of compassion-based approaches 
may be helpful for people struggling to adjust to the personal change resulting from 
stroke and other brain injuries.
Strengths, Limitations And Future Research
The total number of participants in this study totals 69, which is similar to 
some other studies that have looked at emotional outcomes in stroke survivors. A 
study using a larger amount of stroke survivors is recommended, particularly to 
ascertain any impact of perfectionism. It may be that in this study, the effect of 
perfectionism was not detected due to low statistical power. Although an attempt was 
made to use a longitudinal method in study one, this study was severely limited due to 
low sample size. Instead a cross-sectional survey was conducted. Cross-sectional 
research introduces difficulties relating to individual variation and although we may 
draw some conclusions from these results, it would be useful to complete a fuller 
longitudinal study to gauge the true impact of these personality traits on recovery. A 
cross-sectional design of this kind also fails to address the question of the stroke 
survivors’ pre-stroke personality traits. Self-criticism is considered by many 
approaches as a stable trait that emerges out of intra and interpersonal processes in 
childhood. Early researchers such as Aronfreed (1964) through to Gilbert’s (2006) 
CM approach consider self-criticism to be a trait. Psychodynamic approaches also 
conceptualise self-criticism in the form of a punitive superego that develops through 
the internalization of harsh and strict experiences as described by Woodmansey 
(1966, 1972, 1989). Interestingly in this research, self-criticism was positively 
correlated with brain injury sequelae indicating that there seemed to be some increase
147
in self-criticism after a stroke. If self-criticism was indeed an enduring trait, this 
should remain stable and there should not be a correlational relationship. Both studies 
were also analysed using correlational methods. Although regression models are able 
to confirm that predictors and outcomes are associated with each other and able to 
confirm moderator relationships, they cannot infer causation. Again, a longitudinal 
research design would be able to address some of the issues of causation discussed 
above.
Perfectionism is also considered to be a trait by Hewitt and Flett (i.e. Flett, 
Newby, Hewitt & Persaud, 2011). In this study, perfectionism was not correlated 
with any brain injury sequelae, which suggests that it is a stable trait. Based on 
previous research, it was assumed that personality traits such as perfectionism and 
self-criticism are stable traits however enormous shifts in interpersonal and 
intrapersonal relations are suggested by most models of adjustment to stroke. This 
raises a key question about how a stroke changes these personality traits. Again, 
study one attempted to address this question by using a time point close to the initial 
stroke however as discussed above, accessing participants at this time is very difficult. 
Future research might attempt to access stroke survivors’ pre-stroke personality traits 
using personality measures completed by proxy respondents.
A second limitation of this study was the sampling method. Participants 
selected themselves and by the nature of the method, excluded those with severe 
difficulties or language impairments. The medical background of these participants 
was also not known. No information was elicited about any medications that 
participants were taking or other medical conditions. The study instead relied on 
participants’ own knowledge of their medical background. The functional level of 
this sample was assumed to be high considering that most participants took part 
online. Future research may address whether the findings of this research apply to 
those who are more severely impaired as a result of their stroke. Similarly, the 
awareness level of the participants in this sample was not established. An attempt 
was made to evaluate participants’ awareness by inviting their relatives to complete a 
proxy measure however the response rate to this was not sufficient to conduct 
meaningful analyses. A future study may include a thorough initial screen of 
participants to include awareness.
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Of note in study 2 particularly, is the prevalence of female respondents. It has 
been suggested that men and women have a different experience of self-critical or, 
even when controlling for attachment histories and background (Cantazaro & Wei, 
2010). Beck (1983) hypothesized that women are more likely to show a dependent 
traits, whereas men are more likely to be self-critical however research such as that 
conducted by Smith, O’Keeffe & Jenkins (1988). This showed a deleterious impact 
of self-criticism for women whereas there was some ameliorating effect of positive 
life events for men. There appears to be a need to investigate these sex differences 
further as little research has since been conducted examining the relationship between 
sex, self-criticism and mood (McBride, Bacchioehi, & Bagby, 2005).
One strength of this study was that this focused only on stroke survivors. 
Existing research has largely considered acquired brain injury of any type i.e. 
including stroke survivors, survivors of traumatic brain injuries, infections etc. There 
are more emerging studies including excellent qualitative reports of stroke survivors 
experiences however more specific research will add to our understanding of subtle 
nuances between different mechanisms of injury. A second advantage of this study is 
that the stroke population was also relatively young (mean age of 50 years), this is 
younger than many studies in the existing literature and thus contributes to our 
understanding of younger stroke survivors. Rehabilitation services, however, are 
admitting a larger number of people who have experienced cardiovascular accidents 
(such as stroke) and the age profile of these services is thus rising. For example, one 
rehabilitation service reported only 27% of their admission being under 50 years of 
age (BIRT, 2012). Evidence from the extant literature suggests that self-criticism 
decreases throughout the lifespan (Kopala-Sibley, Mongrain & Zuroff, 2013) 
therefore a study that focused purely on older stroke survivors and differential 
responses to stroke would add to our understanding in this area.
Conclusions
Despite some limitations incurred by the study design, this research is the first 
to investigate the link the mechanisms through which self-criticism acts on mood and
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quality of life. This is an important starting point in discovering more about 
improving patients moods and quality of life after stroke. This also adds to the 
growing body of knowledge on post-stroke depression and the mechanisms through 
which this occurs. As this study focused specifically on the experience of stroke 
survivors, we are able to identify these experiences as being related to the stroke, 
rather than from the extant trauma experiences that may be related to other injuries 
such as traumatic brain injury.
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Provisional opinion
1. The Lead reviewer summarised the study for the Committee noting no significant ethical 
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potential benefit for the general field in the future should statistical validity be shown.
3. The Committee raised some concerns over the internet interview arm of the study which 
would have no control over which applicants consented to take part and no verification 
as to the validity of their contribution. In discussion, the Committee noted that support for 
these individuals would be non-existent, not knowing if they had become distressed or 
not. It was noted that the participants, who could be depressed before deciding to take 
part, may be adversely affected by the negative questions in the questionnaire causing 
distress. The possibility of an adverse reaction was discussed, though the successful 
scientific review was also considered. The Committee were happy that the greater 
expertise in this review would indicate that this would not constitute a serious issue. It 
also noted that those with depression would be unlikely to take part. The Committee did 
however, note that possible distress had been hidden amongst other information in the 
Participant Information Sheet and that this ought to be made clear at the beginning of 
this document.
4. The Committee noted that capacity to consent had not been considered, but resolved 
this issue in discussion, deciding that it was not a prevalent concern and that participants 
would not take part if they were too depressed to do so.
5. The Committee discussed the system by which those consented to the study would 
identify others to take part online and decided that these ought to consent formally, as 
participants of the study.
6. The Committee decided that Facebook and Twitter ought only to be used for advertising 
and not for the storing or publication of any data.
7. The Committee noted that no valid GCP training was shown for the research team.
8. The Committee also noted that the Participant information Sheet ought to state that the 
study would form part of a PhD project.
The Committee is unable to give an ethical opinion on the basis of the information and 
documentation received so far. Before confirming its opinion, the Committee requests that you 
provide the further information set out below.
Authority to consider your response and to confirm the Committee’s final opinion has been 
delegated to the Chair.
Further Information or clarification required
1. Participants referred by initial participants to be consented to the study formally.
2. Statement of PhD project to be made in the Participant Information Sheet.
3. Facebook, Twitter or any other social networking site to be used only for advertising 
rather than any statement of personal data.
4. Valid GCP training to be provided for the research team.
If you would find it helpful to  d iscu ss  any of th e  m atters raised above or seek  further 
clarification from a m em ber of th e  Committee, you are  welcom e to  con tac t Danyai Enver, 
NRESCom m ittee.SECoast-Kent@ nhs.net.
177
178
When submitting your response to the Committee, please send revised documentation where 
appropriate underlining or otherwise highlighting the changes you have made and giving revised 
version numbers and dates.
If the committee has asked for clarification or changes to any answers given in the application 
form, please do not submit a revised copy of the application form; these can be addressed in a 
covering letter to the REC.
The Committee will confirm the final ethical opinion within a maximum of 60 days from the date 
of initial receipt of the application, excluding the time taken by you to respond fully to the above 
points. A response should be submitted by no later than 13 April 2013.
Membership of the Committee
The members of the Committee who were present at the meeting are listed on the attached 
sheet.
There were no declarations of interest from any members of the Committee.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK.
13/LO/0248 Please quote this number on ail correspondence
Yours sincerely
Dr Ray Godfrey 
Chair
Email:
Enclosures:
NRESCommittee.SECoast-Kent@nhs.net
List of names and professions of members who were present at the 
meeting and those who submitted written comments.
Copy to: Ms Alison Cummings
Ms Sylvia Warwick, Berkshire Healthcare NHS Foundation Trust
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Berkshire Healthcare
NHS foundation Trust
Research & Development Department
5 th Floor, Fitzwilliam House 
Skimped Hill Lane 
Bracknell 
RG12 1BQ
Tel: 01344 415825 
Fax: 01344 415666
Ms L Bousie
Department of Psychology 
The University of Surrey 
Guildford 
GÜ2 7XH
18 April 2013
Dear Ms Bousie
Re: Letter of access for research -  Personality traits and adjustments following stroke
As an existing NHS employee you do not require an additional honorary research contract with 
this NHS Trust. We are satisfied that the research activities that you will undertake in Berkshire 
Healthcare NHS Foundation Trust are commensurate with the activities you undertake for your 
employer. Your employer is responsible for ensuring such checks as are necessary have been 
carried out. This letter confirms your right of access to conduct research through Berkshire 
Healthcare NHS Foundation Trust for the purpose and on the terms and conditions set out below. 
This right of access commences on 11.04.2013 and ends on 29.07.2013 unless terminated earlier 
In accordance with the clauses below.
You have a right of access to conduct such research as confirmed in writing in the letter of 
permission for research from this NHS organisation. Please note that you cannot start the 
research until the Principal Investigator for the research project has received a letter from us 
giving permission to conduct the project.
You are considered to be a legal visitor to Berkshire Healthcare NHS Foundation Trust premises. 
You are not entitled to any fonm of payment or access to other benefits provided by this 
organisation to employees and this letter does not give rise to any other relationship between you 
and this NHS organisation, in particular that of an employee.
While undertaking research through Berkshire Healthcare NHS Foundation Trust, you will remain 
accountable to your employer Surrey and Borders Partnership NHS Foundation Trust but you 
are required to follow the reasonable instructions of your nominated manager Sylvia Warwick, 
RM & G Manager in this NHS Trust or those given on her/his behalf in relation to the terms of this 
right of access.
Where any third party claim is made, whether or not legal proceedings are issued, arising out of 
or in connection with your right of access, you are required to co-operate fully with any
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investigation by this NHS Trust in connection with any such claim and to give all such assistance 
as may reasonably be required regarding the conduct of any legal proceedings.
You must act in accordance with Berkshire Healthcare NHS Foundation Trust's policies and 
procedures, which are available to you upon request, and the Research Governance Framework.
You are required to co-operate with Berkshire Healthcare NHS Foundation Trust in discharging its 
duties under the Health and Safety at Work etc Act 1974 and other health and safety legislation 
and to take reasonable care for the health and safety of yourself and others while on Berkshire 
Healthcare NHS Foundation Trust premises. Although you are not a contract holder, you must 
observe the same standards of care and propriety in dealing with patients, staff, visitors, 
equipment and premises as is expected of a contract holder and you must act appropriately, 
responsibly and professionally at all times.
You are required to ensure that all information regarding patients or staff remains secure and 
strictly confidential at all times. You must ensure that you understand and comply with the 
Confidentiality Code of Practice
(http://www.dh.gov.uk/assetRoot/04/06/92/54/04069254.pdf) and the Data Protection Act 1998. 
Furthermore you should be aware that under the Act, unauthorised disclosure of information is an 
offence and such disclosures may lead to prosecution.
Berkshire Healthcare NHS Foundation Trust will not indemnify you against any liability incurred as 
a result of any breach of confidentiality or breach of the Data Protection Act 1998. Any breach of 
the Data Protection Act 1998 may result in legal action against you and/or your substantive 
employer.
You should ensure that, where you are issued with an identity or security card, a bleep number, 
email or library account, keys or protective clothing, these are returned upon termination of this 
arrangement. Please also ensure that while on the premises you wear your ID badge at all times, 
or are able to prove your identity if challenged. Please note that this NHS Trust accepts no 
responsibility for damage to or loss of personal property.
We may terminate your right to attend at any time either by giving seven days' written notice to 
you or immediately without any notice if you are in breach of any of the terms or conditions 
described in this letter or if you commit any act that we reasonably consider to amount to serious 
misconduct or to be disruptive and/or prejudicial to the interests and/or business of this NHS Trust 
or if you are convicted of any criminal offence. Your substantive employer is responsible for your 
conduct during this research project and may in the circumstances described above instigate 
disciplinary action against you.
If your circumstances change in relation to your health, criminal record, professional 
registration or any other aspect that may impact on your suitability to conduct research, or your 
role in research changes, you must inform the NHS organisation that employs you through its 
normal procedures. You must also inform your nominated manager in this NHS organisation.
Yours sincerely
c l
Sylvia Warwick
Research & Development Manager
Cc Jo Barnett, HR Business Advisor, Corporate Services & Specialist Therapies. Surrey and 
Borders Partnership NHS Foundation Trust, Oaklands House, Coulsdon Road, Caterham 
Surrey CR3 5YA
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Appendices G to M -  Normality plots for study 2 core questionnaires & scales
Appendix G - The European Brain Injury Questionnaire seales
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The European Brain Injury Questionnaire
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EBIQ (European Brain Injury Questionnaire) - Self-Rating
Patient identification: 
Date:
This questionnaire is concerned with a number of problems or difficulties that people 
sometimes experience in their lives. We would like to know how much you have 
experienced any of these within the last month. Please read each item in the 
questionnaire and respond by marking your answer in the circle under 'Not at all’ or 
'A little’ or 'A lot’. Do not spend too much time on any item. Just give your most 
immediate response.
How much have you experienced the following?
Not at all A Little A lot
01 Headaches.................................................................................O O O
02 Failing to get things done on time ................................  O O O
03 Reacting too quickly to what others say or do ........................O O O
04 Trouble remembering things ................................................... O O O
05 Difficulty participating in conversations.................................... O O O
06 Others do not understand your problems................................ O O O
07 Everything is an effort................................................................O O O
08 Being unable to plan activities ................................................. O O O
09 Feeling hopeless about your future .........................................O O O
10 Having temper outbursts ..........................................................O O O
11 Being confused ........................................................................ O O O
12 Feeling lonely, even when together with other people O O O
13 Mood swings without reason ................................................... O O O
14 Feeling critical of others.........................................  O O O
15 Having to do things slowly in order to be correct....................O O O
16 Faintness or dizziness ..............................................................O O O
17 Hiding your feelings from others............................................... O O O
18 Feeling sa d .................................................................................O O O
19 Being 'bossy’ or dominating......................................................O O O
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20 Needing to be reminded about personal hygiene
Not at all 
O
A Little 
O
A lot 
O
21 Difficulty managing your finances............................. O O o
22 Trouble concentrating................................................ O O o
23 Failing to notice other people’s m oods..................... O O o
24 Feeling anger against other people ......................... O O o
25 Having your feelings easily h u r t ............................... O O o
26 Feeling unable to get things done ........................... O O o
27 Annoyance or irritation.............................................. O O o
28 Problems with household cho res............................. O O o
29 Lack of interest in hobbies at h o m e ......................... O O o
30 Feeling lonely............................................................ O O o
31 Feeling inferior to other people............................. O O o
32 Sleep problems ........................................................ O O o
33 Feeling uncomfortable in crowds ............................. O O o
34 Shouting at people in a n ge r..................................... O O o
35 Difficulty in communicating what you want to say . . O O o
36 Being unsure what to do in dangerous situations . .. O O o
37 Being obstinate ........................................................ O o o
38 Lack of interest in your surroundings....................... O o o
39 Thinking only of yourself............................................ O o o
40 Mistrusting other people............................................ O o o
41 Crying easily.............................................................. O o o
42 Difficulty finding your way in new surroundings .. .. O o o
43 Being inclined to eat too m uch ................................. O o o
44 Getting into quarrels easily....................................... O o o
45 Lack of energy or being slowed down ..................... O o o
46 Forgetting the day of the w eek ................................. O o o
47 Feeling of worthlessness .......................................... o o o
48 Lack of interest in hobbies outside the hom e.......... o o o
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49 Needing help with personal hygiene...........................
Not at all 
O
A Little 
O
A lot 
O
50 Restlessness .............................................................. O O O
51 Feeling te n se .............................................................. O O O
52 Acting inappropriately in dangerous situations.......... O O O
53 Feeling life is not worth living.......... ; ........................ O O O
54 Forgetting appointments............................................. O O O
55 Leaving others to take the initiative in conversations . O O O
56 Loss of sexual interest or pleasure............................. O O O
57 Throwing things in anger ........................................... O O O
58 Preferring to be alone................................................. O O O
59 Difficulty in making decisions..................................... O O O
60 Losing contact with your friends................................. O O O
61 Lack of interest in current affairs ............................... O O 0
62 Behaving tactlessly...................................................... O O O
63 Having problems in general....................................... O O O
If you have a close relative who Is also completing this questionnaire, then please 
answer the following questions about that person.
64 Do you think that his/her life has changed
after you had the injury?..........................................................O O O
65 Do you think that he/she is having problems
due to your present situation? ................................................O O O
66 Do you think that his/her mood has changed
due to your present situation? ............................................... O O O
Any other comments?
Thank-you for your cooperation
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Appendix H -  HAD S normality plots 
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HAD Scale
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Appendix I -  Quality of life scale
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QUALITY OF LIFE SCALE (QOLS)
Name: Age: Date (mm/dd/yyyy):
Please read each item and circle the number that best describes how satisfied you are at this time. Please answer each 
item even if you do not currently participate in an activity or have a relationship. You can be satisfied or dissatisfied with 
not doing the activity or having the relationship.
Mostly Mostly
Delighted Pleased Satisfied Mixed Dissatisfied Unhappy Terrible
1. Material comforts home, food, 
conveniences, financial security
2. Health -  being physically fit and 
vigorous
3. Relationships with parents, siblings 
& other relatives -  communicating, 
visiting, helping
4. Having and rearing children
5. Close relationships with spouse or 
significant other
5. Close friends
7. Helping and encouraging others, 
volunteering, giving advice
8. Participating in organizations and 
public affairs
9. Learning -  attending school, 
improving understanding, 
obtaining additional knowledge
10. Understanding yourself -  knowing 
your assets and limitations -  knowing 
what life is about
11. Work-job or in home
12. Expressing yourself creatively
13. Socializing -  meeting other people, 
doing things, parties, etc
14. Reading, listening to music, or 
observing entertainment
15. Participating in active recreation
16. Independence, doing for yourself
Sub-total (for internal use only)
Total score:
Appendix J -  Self-criticism scales (forms of Self-criticism)
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The forms of self-criticism questionnaire
2 0 0
THE FORMS OF SELF-CRITICISING/ATTACKING &
SELF-REASSURING SCALE (FSORS)
When things go wrong in our lives or don’t work out as we hoped, and we feel we
could have done better, we sometimes have negative and self-critical thoughts
and feelings. These may take the form of feeling worthless, useless or inferior
etc. However, people can also try to be supportive of them selves. Below are a
series of thoughts and feelings that people sometimes have. Read each
statement carefully and circle the number that best describes how much each
statement is true for you.
Please use the scale below.
Not at all A little bit Moderately Quite a bit Extremely
like me like me like me like me like me
0 1 2  3 4
When things go wrong for me:
1. 1 am easily disappointed with myself. 0 1 2 3 4
2. There is a part of me that puts me down. 0 1 2 3 4
3. 1 am able to remind myself of positive things 0 1 2 3 4
about myself.
4. 1 find it difficult to control my anger and 0 1 2 3 4
frustration at myself.
5. 1 find it easy to forgive myself. 0 1 2 3 4
6. There is a part of me that feels 1 am not good 0 1 2 3 4
enough.
7. 1 feel beaten down by my own self-critical 0 1 2 3 4
thoughts.
8. 1 still like being me. 0 1 2 3 4
9. 1 have become so angry with myself that 1 want to 0 1 2 3 4
hurt or injure myself.
10. 1 have a sense of disgust with myself. 0 1 2 3 4
11. 1 can still feel lovable and acceptable. 0 1 2 3 4
12. 1 stop caring about myself. 0 1 2 3 4
13. 1 find it easy to like myself. 0 1 2 3 4
14. 1 remember and dwell on my failings. 0 1 2 3 4
15. 1 call myself names. 0 1 2 3 4
16. 1 am gentle and supportive with myself. 0 1 2 3 4
17. 1 can’t accept failures and setbacks without 0 1 2 3 4
feeling inadequate.
18. 1 think 1 deserve my self-criticism. 0 1 2 3 4
© Gilbert et al., 2004
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19. I am able to care and look after myself. 0 1 2  3 4
20. There Is a part of me that wants to get rid of the 0 1 2  3 4
bits I don't like.
21. I encourage myself for the future. 0 1 2  3 4
22. I do not like being me. 0 1 2  3 4
©  Gilbert et al., 2004
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Appendix K - Functions o f self-criticism 
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THE FUNCTIONS OF SELF-CRITICIZING/ATTACKING SCALE (FSCS)
There can be many reasons why people become critical and angry with 
themselves. Read each statement carefully and circle the number that best 
describes how much each statement is true for you.
Use the scale below.
Not at all A little bit Moderately 
like me like me like me 
0 1 2
Quite a bit 
like me 
3
Extremely 
like me 
4
1 get critical and angry with myself:
1. To make sure 1 keep up my standards. 0 1 2 3 4
2. To stop myself being happy. 0 1 2 3 4
3. To show 1 care about my mistakes. 0 1 2 3 4
4. Because, if 1 punish myself 1 feel better. 0 1 2 3 4
5. To stop me being lazy. 0 1 2 3 4
6. To harm part of myself. 0 1 2 3 4
7. To keep myself in check. 0 1 2 3 4
8. To punish myself for my mistakes. 0 1 2 3 4
9. To cope with feelings of disgust with myself. 0 1 2 3 4
10. To take revenge on part of myself. 0 1 2 3 4
11. To stop me getting overconfident. 0 1 2 3 4
12. To stop me being angry with others 0 1 2 3 4
13. To destroy a part of me. 0 1 2 3 4
14. To make me concentrate. 0 1 2 3 4
15. To gain reassurance from others. 0 1 2 3 4
16. To stop me becoming arrogant. 0 1 2 3 4
17. To prevent future embarrassments. 0 1 2 3 4
18. To remind me of my past failures 0 1 2 3 4
19. To keep me from making minor mistakes. 0 1 2 3 4
20. To remind me of my responsibilities. 0 1 2 3 4
21. To get at the things 1 hate in myself. 0 1 2 3 4
If you can think of any other reasons why you become self-critical please write 
them in the space below:
©  Gilbert et a!., 2 00 4
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Appendix L -  M ultidimensional Perfectionism scales 
Self-oriented perfectionism
SOP
u.
100.00 120.00
SOP
Other oriented perfectionism
OOP
jX) 40.00 100.00
OOP
206
Socially prescribed perfectionism
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The MPS-H
INSTRUCTIONS
L isted  below  a re  a  n u m b e r o f s ta tem en ts  concern ing  p e rso n a l ch a rac te ris tic s  an d  tra its . R ead  each item  an d  decide 
w h e th e r  you ag ree  o r  d isag ree  an d  to  w h a t ex ten t. I f  you strongly agree, circ le  7; if  you strongly disagree, circ le  1; i f  you 
feel som ew here in  betw een , circle any  one o f th e  n u m b ers  betw een  1 an d  7. I f  you feel n e u tra l o r undecided  the  
m id p o in t is 4
Disagree Agree
1 When I am working on something, I cannot relax until it is perfect. 1 2 3 4 5 6 7
2 I am not likely to criticise someone for giving up too easily. 1 2 3 4 5 6 7
3 It is not important that the people I am close to are successful. 1 2 3 4 5 6 7
4 I seldom criticise my friends for accepting second best. 1 2 3 4 5 6 7
5 I find it difficult to meet other’s expectations o f  me. 1 2 3 4 5 6 7
6 One o f m y goals is to be perfect in everything I do. 1 2 3 4 5 6 7
7 Everything that others do must be o f  top-notch quality. 1 2 3 4 5 6 7
8 I never aim for perfection in my work. 1 2 3 4 5 6 7
9 Those around me readily accept that I can make mistakes too. 1 2 3 4 5 6 7
10 It doesn’t matter to me when someone close to me does not do their absolute best. 1 2 3 4 5 6 7
11 The better I do, the better I am expected to do. 1 2 3 4 5 6 7
12 I seldom feel the need to be perfect. 1 2 3 4 5 6 7
13 Anything I do that is less than excellent w ill be seen as poor work by those around me. 1 2 3 4 5 6 7
14 I strive to be as perfect as I can. 1 2 3 4 5 6 7
15 It is very important that I am perfect in everything I attempt. 1 2 3 4 5 6 7
16 I have high expectations for the people who are important to me. 1 2 3 4 5 6 7
17 I strive to be the best at everything I do. 1 2 3 4 5 6 7
18 The people around me expect me to succeed at everything I do. 1 2 3 4 5 6 7
19 I do not have very high standards for those around me. 1 2 3 4 5 6 7
20 I demand nothing less than perfection o f  myself. 1 2 3 4 5 6 7
21 Others w ill like me even i f  I don’t excel at everything. 1 2 3 4 5 6 7
22 I can’t be bothered with people who w on’t strive to better themselves. 1 2 3 4 5 6 7
23 It makes me uneasy to see an error in my work. 1 2 3 4 5 6 7
24 I do not expect a lot from my friends. 1 2 3 4 5 6 7
25 Success means that I must work even harder to please others. 1 2 3 4 5 6 7
26 If I ask someone to do something, I expect it to be done flawlessly. 1 2 3 4 5 6 7
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27 I cannot stand to see people close to me make mistakes. 1 2 3 4 5 6 7
28 I am perfectionistic in setting my goals. 1 2 3 4 5 6 7
29 The people who matter to me should never let me down. 1 2 3 4 5 6 7
30 Others think that I am OK, even when I do not succeed. 1 2 3 4 5 6 7
31 I feel that people are too demanding o f  me. 1 2 3 4 5 6 7
32 I must work to my full potential at all times. 1 2 3 4 5 6 7
Disagree Agree
33 Although they may not show it, other people get very upset with me when I slip up. 1 2 3 4 5 6 7
34 I do not have to be the best at whatever I am doing. 1 2 3 4 5 6 7
35 My family expects me to be perfect. 1 2 3 4 5 6 7
36 I do not have very high goals for myself. 1 2 3 4 5 6 7
37 My parents rarely expected me to excel in all aspects o f  my life. 1 2 3 4 5 6 7
38 1 respect people who are average. 1 2 3 4 5 6 7
39 People expect nothing less than perfection from me. 1 2 3 4 5 6 7
40 I set very high standards for myself. 1 2 3 4 5 6 7
41 People expect more from me than I am capable o f  giving. 1 2 3 4 5 6 7
42 I must always be successful at school or work. 1 2 3 4 5 6 7
43 It does not matter to me when a close friend does not try their hardest. 1 2 3 4 5 6 7
44 People around me still think I am competent, even i f  I make a mistake. 1 2 3 4 5 6 7
45 I seldom expect others to excel at whatever they do. 1 2 3 4 5 6 7
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Appendix M -  Self-discrepancy measures 
Current pre- post- self-discrepancy
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20-
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80.00 100.0020.00
PrePost
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Abstract
Introduction
A meta analysis of published research by the National Institute for Clinical 
Excellence (NICE) led to a recommendation that CBT for psychosis (CBTp) and 
family work for psychosis should be offered to clients with diagnoses of 
schizophrenia, schizoaffective disorder and delusional disorder. This audit examines 
the provision of these therapies within a Community Mental Health Team (CMHT).
Method
Eight of 10 care co-ordinators at a CMHT responded to a request for details of the 
clients on their caseload with a diagnosis as specified above. Electronic and paper 
notes were then reviewed to identify whether the patient had indeed been offered any 
psychological input and if so, whether this was in line with NICE guidance.
Results
In a two-year period, no patients were offered CBTp or family therapy in line with 
NICE guidance. Psychological input had been given to 2 patients, 4 patients had carer 
input from a community support worker and there were qualitative reports of 
professionals providing valuable support to families.
Discussion
Two main factors appear to influence provision of psychological therapies; the mean 
age of this sample was older than many of the recently reported studies of CBTp in 
the literature, which may reflect younger patients accessing therapy through early 
intervention services rather than CMHTs. Second, there were few people trained to 
deliver these forms of therapy and others reported limited time to take on extra 
training. A CBT group for people hearing voices is to be run in this area, the benefits 
and drawbacks of this are discussed.
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Introduction
In its guidelines on the treatment of schizophrenia, the National Institute of 
Clinical Excellence (NICE, 2009) defines the service-level interventions for 
individuals with a diagnosis of schizophrenia as ‘inpatient’ services and a variety of 
community models that include treatment delivered by Community Mental Health 
teams (CMHT). CMHTs often comprise a range of health care professionals 
including community psychiatric nurses (CPN’s), psychiatrists, psychologists, social 
workers, occupational therapists (OT) / OT technicians and community support 
workers. The Department of Health envisages CMHTs as providing an integral role 
in supporting service users and their carers in a community setting (DoH, 2002). As 
part of this role, CMHTs are responsible for providing evidence-based interventions 
for clients on their caseload. CMHTs should provide services for:
“Severe and persistent mental disorders associated with significant disability, 
predominantly psychoses such as schizophrenia”
(DoH, 2002, p. 4)
Although there has been recent debate in the literature regarding the efficacy 
of Cognitive Behavioural Therapy (CBTp) as an intervention for psychosis (e.g. 
Lynch et al., 2010; Turkington et al., 2006), there have been meta analyses such as 
that by Wykes et al (2008) that showed modest effect sizes for this intervention. In its 
clinical recommendations, NICE states that CBTp should be offered to all people with 
schizophrenia and further to this, family intervention should be offered to all families 
or those living with or in close contact with the service user.
In 2008, a Rethink survey (Borneo, 2008) found that only 14% of their sample 
had been offered CBTp as part of their treatment and 23% had received another 
talking therapy. Of those who had accessed talking therapies including CBT, 10% of 
those questioned had accessed these outside the National Health Service (NHS). Also 
in this study, the majority of those who had received CBT and other talking therapies
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were in the younger age group (18-34). This may be due to the increased availability 
of psychological intervention in the specialist Early Intervention Service (EIS) for 
Psychosis. EIS teams provide care for patients aged 14-35yrs around their first 
episode of psychosis, or who are within 3 years of their diagnosis of psychotic illness.
There have also been studies highlighting the positive impact of family 
intervention on outcomes in psychosis. There is evidence that family intervention 
reduces relapse rates and medication adherence (e.g. Pilling et al., 2002), improves 
social functioning and reduces carer burden (e.g. Chien, 2004). Onwumere & Kuipers 
(2011) argue that cognitive behavioural family interventions benefit families as they 
address the communication difficulties present in this situation.
Research does suggest beneficial effects of providing CBTp and family 
intervention for service users and their families, and NICE guidelines state that 
services should be providing these interventions. In its clinical audit section, NICE 
state that the Care Quality Commission will monitor the extent to which Primary Care 
Trusts implement the guidelines although no mention of secondary mental services is 
made. The aim of this audit therefore is to evaluate the extent to which CBTp and 
family intervention were provided to those with a diagnosis of psychosis within this 
CMHT.
Methodology
The NICE guidelines refer to monitoring the implementation of it’s guidelines 
in trusts responsible for mental health and social care. An audit support document 
provides audit criteria and standards based on the guidelines (NICE, 2009). The 
standards given in the audit tool are typically 100% or 0% and NICE specifies that 
even if standards are not achievable in the short term, they remain the ultimate 
objective. The section of NICE audit support document that pertains to the provision 
of Psychological therapy can be found in appendix 1. This audit of psychological 
therapy provision was part of a larger group of similar audit activity in the south east. 
In conjunction with other auditors, this NICE audit support document was used to 
develop a CMHT specific tool for use in this project; a copy of this can be found in 
appendix 2.
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CMHT Staff
The location of this audit was a CMHT in South East England. At the time of 
data collection (April 2011), the team included a total of ten staff: two Psychiatrists, 
one Psychologist, three Community Psychiatric Nurses (CPNs), three Social Workers 
(SW), and one Occupational Therapist (OT) and is supported by two Community 
Support Workers (CSWs). Since data collection however, one CPN had been re­
deployed into a Primary Care Liaison Practitioner role. Data were collected from all 
but two of the professionals who care co-ordinated clients (80% response rate). Care 
co-ordinators had an average of 23 patients (range 16-30) on their caseloads, 
however there was, great variation in the proportion of patients on their caseload who 
had a diagnosis of psychosis (mean = 5.75, range = 0-11).
Procedure
A request was made for care co-ordinators in the CMHT to forward a list of 
their clients with the relevant diagnoses (i.e. schizophrenia, schizoaffective disorder, 
delusional disorder and psychosis ‘not otherwise specified). The electronic and paper 
notes for these clients were then reviewed for any documentation of either potential or 
actual psychological intervention, specifically CBTp or family therapy. Referral 
letters, reports or note entries written by psychologists or other professionals 
practising in this area were recorded into the audit tool (appendix 2). If any clarity 
was required as to whether the therapy had been carried out, the care co-ordinator was 
approached directly.
Interventions during the previous two years (01 January 2009 until 31 
December 2010) were included in this study. However, any intervention outside of 
this time period was noted for reference. In accordance with NICE guidance, only 
patients who had received their diagnosis prior to age 60 years were included.
An estimate of 230 clients was calculated to represent an estimate of the total 
number of clients on the caseload of the CMHT. This estimate was calculated by 
taking the mean number of clients on a caseload (23) and multiplying this by the
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number of care coordinators (10). From the care coordinators that did respond, there 
was a mean of 5.75 clients with a diagnosis of either schizophrenia or schizoaffective 
disorder on their caseload. Using these estimations, 25% of the CMHT patients had a 
diagnosis of psychosis ({57.5/230} *100). This audit samples approximately 76.5% of 
patients of those assumed to have a diagnosis of psychosis ({46/57.5} *100).
Sample Characteristics
The total sample was of 46 patients with diagnoses of either Schizophrenia or 
Schizoaffective Disorder. One patient was excluded on the grounds of co-morbid 
learning disability and a second was excluded due to his diagnosis currently being 
under review and amended to a personality disorder. The total sample size is 
therefore 44 (17 female, 27 male), the demographics of which are described below. 
The diagnostic characteristics of the sample are shown in table 1 :
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Diagnostic Category
Number
patients
of Percentage 
of total
Paranoid Schizophrenia (F20.0) 35 79.5%
Schizoaffective disorder (F25.0) 4 9%
Other Schizophrenia (F20.8) 3 6.8%
Catatonic Schizophrenia (F20.2) 1 2.3%
Other Schizoaffective Disorder 
(F25.8)
1 2.3%
Table 1 -  Diagnostic categories of sample
The majority of patients have a diagnosis of schizophrenia however 13.6% of 
patients had either prior non-psychosis diagnoses or dual diagnoses, particularly of 
personality disorders and one patient was originally diagnosed with Aspergers 
syndrome.
Ethnicity
Ethnicity Number in sample Percentage of Sample
White British 28 64%
Other White 3 7%
Asian 3 7%
Mixed Race 1 2%
Not Stated 8 18%
Table 2 -  Ethnic characteristics of sample
The majority of the sample were of white British ethnicity (64%), however, 
there were some patients of Asian decent (7%) and one patient of mixed Asian and 
British decent. The mean age of the sample was 46 years (46.9 years for females, 
45.8 years for males), and had been involved with secondary mental health services 
for an average of 5.53 years. The majority of the sample (75%) had had no
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admissions to acute inpatient care within the last two years, 18% had experienced one 
admission and 4.5% had more than two admissions. Of those who had been admitted 
to acute care, the average duration of admission was 71.3 days (range 8 to 243).
Residential Status
Number
Patients
of
Percentage
Living Alone 16 36%
With Family 14 31.8%
Residential Home 6 13.6%
Supported Housing 5 11.4%
Not Stated 3 7%
Table 3 -  Residential status
Results
CBTp Interventions
In the entire sample of 44 clients, no-one (0%) had completed CBTp in 
accordance with the NICE guidelines. However, two clients had received some form 
of psychological intervention. One client had received a CBT intervention for four 
sessions around alternative ways of coping with distress, delivered by a trainee 
Clinical Psychologist. A second client had four sessions of graded exposure work in 
relation to his anxieties however this was discontinued as the psychologist felt no 
more intervention was required at that time. A third client had been offered CBT and 
had declined this as he felt “overwhelmed” at the time.
Family Interventions
32% (14 patients) of the sample lived with family members and an additional 
27% (12 patients) had regular contact with family. In the entire sample, however, no- 
one (0%) had received family intervention as recommended by NICE. There were 
however a number of patients whose family members were supported by CSWs and 
the responsible care co-ordinators.
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Although no formal family intervention was present, the CMHT offers carers 
assessments for carers of patients, and documentation of this work was noted in four 
of the total 26 clients who had family contact (15%). Despite this, qualitative 
evidence from the notes suggests that CPNs have involvement with family members 
who support patients, for example one patient’s notes stated “CPN visits help to 
maintain the status quo.”
Discussion
A small number of patients were able to access psychological therapy, 
however the cognitive behavioural interventions offered fell short of NICE 
recommendations. None of the 44 clients diagnosed with psychosis identified for the 
audit were offered NICE recommended CBTp or FI. This highlights an important 
unmet need within the CMHT. This reflects findings made in a previous audit of 54 
patients under the care a neighbouring CMHT (conducted in 2004) who found that 
there were no patients who were receiving cognitive behaviour therapy, although 9 
clients were receiving family intervention.
One factor, identified in the introduction to this audit was the age of 
participants and whether this had any impact on whether clients were offered CBTp. 
A brief search of the literature identifies several published studies of CBTp and the 
mean ages of those participating in CBTp is shown in table 4:
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Study Mean age (years) Duration of involvement with services
Messari & Hallam
(2003)
40.6 16.8 years
Hodgekins &
Fowler (2010)
29 Not stated
Erikson (2010) 25.6
Not stated but
6/11 Participants in first episode
Àlvarez-Jiménez et study only
First episode psychosis
al., (2009) recruited ages 15- 
25
Rollinson et al.. Modal age group
Not stated
(2007) 31-40
McGowan et al..
37.1
Had been experiencing positive
(2005) symptoms from unknown to 20 years
Table 4 -  Age characteristics of CBTp patients in published literature
In the literature, the mean age of patients offered CBTp is younger than the 
clients identified in audit (where the mean age was 46 years) . This may suggest that 
there may be a bias towards offering younger people CBTp. However, Haddock et 
al., (2006), comment that younger people were more difficult to engage in therapy 
and older CBT participants in their study responded better. It may be that this bias is 
due to treatment being provided in Early Intervention teams rather than CMHTs as 
many of those in table 4 were reported to have been in their first episode.
Implementation of NICE Recommended Therapies
In her recent paper, Kuipers (2011) comments that despite NICE’S guidance 
having been in place for some time, implementation problems remain. Kuipers 
(2011) further recommends that services prioritise psychological treatments for 
psychosis. Within the CMHT, service provision continues to be an issue with high
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demand for psychological therapy and limited resources (only one team psychologist). 
An allied psychology service in the area will be offering a group based CBT 
intervention for hearing voices in the Autunrn of 2011 however this remains outside 
of NICE recommendations of 16 sessions of individual therapy. Despite NICE 
recommendations currently for individual therapy, evidence is emerging for the 
efficacy of group-based interventions. Wykes et al., (2005) conducted a randomised 
control trial of group CBT for people hearing voices and found a reduction in 
hallucinations and Barrowclough et al., (2006) found significant improvements in 
self-esteem and reduced hopelessness. Most recently, Dannahy et al., (2011) trialed 
nine groups of Person-Based Cognitive Therapy and found improvements in well­
being, reduced distress and dependence on the voice. Group intervention may lose 
some advantages that individual work conveys such as flexibility to respond to a wide 
range of symptoms (Wykes et al., 2005) therefore prioritising homogeneity of 
experiences and symptoms within the group might increase efficacy.
Staff Training
NICE state that CBTp and family therapy can be delivered by a variety of 
mental health professionals with appropriate training and supervision (NICE, 2010), 
however there were no trained members of staff within the CMHT other than the team 
Psychologist and staff allied to her (for example one CBT trainee and two trainee 
Clinical Psychologist) who were intermittently present. A family therapist in the trust 
retired some time ago and has not been replaced. As part of this audit, staff were 
asked whether training in this area was a development need; one staff member 
responded to this question and confirmed that it would be helpful however she also 
identified time restrictions as an important restraint on attending any training, 
particularly that which is viewed as non-essential. The cost of training however may 
be diminished by NICE’S forecast of savings that could potentially be made per client 
by reducing admission to hospital which was estimated to be £28,645 (based on 
2006/07 prices).
Prytys et al., (2010) also found that lack of protected time and heavy case 
loads were barriers to those with relevant training carrying out therapies and further to 
this, Kuipers (2011) comments that in teams under pressure, longer term interventions
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such as psychological approaches are not prioritised. This is an issue relevant to this 
CMHT who recently lost two key members and face increasing caseloads in the 
future.
Patient Support Systems
Although patients in this CMHT were not currently accessing CBTp or family 
therapy, they do have regular visits from their care coordinator, which were 
documented in the electronic notes. Patients appear to derive support from their care 
coordinators and some patients within this audit who had reference made to using 
CBT skills had been taught these by the care coordinator. Some patients were also 
supported by CSWs in promoting access to the community and carrying out activities 
of daily living and an employment advisor is present within the multi-disciplinary 
team in order to promote work opportunities.
Feedback to Service Staff
This audit has raised some important issues for CMHT staff therefore it will 
be fed back to the team in August 2011. Although a formal date has not yet been 
arranged, correspondence relating to the organization of this can be found in appendix 
3. The findings will be presented at team business meeting.
Conclusions
This audit has examined the provision of CBTp and family therapy in patients 
who have diagnoses of psychosis and found that the CMHT is currently not providing 
either of these interventions. Staff shortages in terms of no dedicated family therapist, 
only one permanent Clinical Psychologist, and a lack of time and possibly funding for 
other staff to train in these skills may contribute to the local reasons for why this is 
currently the case. The prospect of conducting a group intervention may present a 
solution to staffing issues and an evidence base is beginning to form regarding the 
efficacy of this approach.
Other reasons explored here were that patients were possibly more likely to 
access psychological intervention through El services and this may be reflected in this 
sample, given the increased mean age compared to others cited in the literature.
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There does not appear to be current research that explores the use of psychological 
therapy specifically in client groups with long standing involvement with mental 
health systems therefore this may be an area for future investigation.
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Appendix A - Clinical audit criteria relating to Schizophrenia (NICE, 2009)
Psychological and psychosocial interventions
Criterion 11 (13,4.1) People with schizophrenia should be offered cognitive behavioural 
therapy (CBT)
Exceptions None
Standard 100%
Definitions This can be started during the acute phase or later, including in inpatient 
settings.
Criterion 12(1.3.4.12) People with schizophrenia should have CBT: 
• delivered on a one-to-one basis
delivered over a minimum of 16 planned sessions 
that followed a treatment manual
that included at least one of the following components:
-  people monitoring their own thoughts, feelings or 
behaviours with respect to their symptoms or
recurrence of symptoms
-  promoting alternative ways ; of coping with target 
symptom
-  reducing distress
-  improving functioning
Exceptions None
Standard 100%
Definitions Treatment manuals that have evidence for their efficacy from clinical
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trials are preferred.
Criterion 13 (1.3.4.2) I f  service user lives with, or is in close contact with, th ^ r  family, the 
family should be offered family Intervention. / ?
Exceptions None
Standard 100%
Definitions This intervention can be started during the acute phase or later, 
including in inpatient settings.
Criterion 14 (1.3.4.13)
.w
IS
Family intervention should:
• include the person with schizophrenia
• be carried out for between 3 months and 1 year
• include at least 10 planned sessions
• take account of the whole family’s preference for either 
single-family intervention or multi-family group intervention
• take account of the relationship between the main carer and 
the person with schizophrenia
• have a specific supportive, educational or treatm ent function 
and include negotiated problem solving or crisis 
management work
Exceptions None
Standard 100%
Definitions None
Criterion 15 (1.3.4.4) People with schizophrenia should not , b #  routinely offered 
counselling and supportive psychotherapy. : f  >
Exceptions C -  Person requests counselling or supportive psychotherapy.
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D -  Other psychological treatments are not available locally.
Standard 0%
Definitions None
Criterion 16 (13.4.5) People with schizophrenia should not be offered adherence therapy 
(as a specific intervention).
Exceptions None
Standard 0%
Definitions None
Criterion 17 (1.3.4.6) People with schizophrenia should not be offered social skills 
training (as a specific intervention).
Exceptions None
Standard 0%
Definitions None
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Appendix B -  CMHT Audit tool
Patient
identifier:
Sex: □Male Age:
□Female
Diagnosis category:
□ Schizophrenia
□ Schizophreniform
□ Schizo-affective disorder 
□Delusional disorder 
□Not-specified psychosis
Date of first contact with secondary services:
Ethnicity:
A : White
□ British
□ Irish
□ Any other White background (please write in)
B : Mixed
□ White and Black Caribbean
□ White and Black African
□ White and Asian
□ Any other mixed background (please write in)
C : Asian or Asian British
□ Indian
□ Pakistani
□ Bangladeshi
□ Any other Asian background (please write in)
D : Black or Black British
□ Caribbean
□ African
□ Any other Black background (please write in)
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E : Chinese or other ethnic group
□ Chinese
□ Any other (please write in)
Not stated
□ Not stated
Living Arrangements:
□On their own 
□With partner/Family 
□With parents 
□Residential home 
□ Other -  specify
Employment status:
□Part time - paid
□Full time - paid (>3 Ohours/week)
□Voluntary - part time
□Voluntary - full time
□Retired
□Unemployed
□Education - part time
□Education - full time
Receiving benefits?
□Yes
□No
Education level:
□No formal education 
□GCSE
□ Further education (A-levels, NVQ etc.)
□ Higher education (degree) 
□Postgraduate
Current risk: □Level 1 □Level 2 □Level 3
Number of recent (within 2 years) inpatient admissions:
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Total length of admission within the past 2 years (in days):
Additional information:
CBT INTERVENTIONS:
In previous 2 years: Yes No
Was the person offered CBT?
Details of CBT offer.
Was the offer accepted?
Give details if not accepted:
Source of referral? (Did patient ask, suggested by staff member?)
For those service users who accepted offer of CBT, was it:
Delivered on a one-to-one basis
Details of the above:
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Delivered over a minimum of 16 planned sessions?
Details of the above:
How many sessions in total to date?
Follow a treatment manual? (specify which)
Profession of person offering CBT :
Has the professional had any CBT training/qualifications?
Supervision of the CBT work (evidence of CBT supervision? frequency of 
supervision? profession/qualifications of the supervisor?)
Did it include at least one of the following:
People monitoring their own thoughts, feelings or 
behaviours with respect to their psychotic symptoms?
Details:
Promoting alternative ways of coping with target 
symptoms?
Details:
Reducing distress with respect to their psychotic symptoms?
Details:
Improving functioning with respect to their psychotic 
symptoms?
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Details;
Identifying and working with core beliefs or schemas related 
to distressing psychotic experiences:
Details:
Using mindfulness and acceptance principles and practice as 
an alternative way of responding to distressing psychotic 
experiences
Details:
Identifying and evaluating beliefs about psychotic 
experiences (e.g. beliefs about voice power and control)
Details:
FAMILY INTERVENTIONS
In past two years: Yes No
Does the person live with, or is the person in close 
contact with, their family?
If ‘Yes’, were the family offered family intervention?
If the family had family intervention:
Did it include the person with psychosis?
If “not” - why?
Was it carried out for between 3 months and 1 year?
If “not” - why?
Did it include at least 10 planned sessions?
If “not” - why?
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Did it take account of the whole family’s preference for 
either single or multi-family intervention?
Did it take account of the relationship between the main 
carer and the person with psychosis?
Did it have a specific supportive, educational or treatment 
function?
Did it include negotiated problem solving or crisis 
management work?
Profession of person offering family intervention:
Qualifications/training of person/people offering family intervention:
Supervision of the family intervention (evidence of family intervention supervision? 
frequency of supervision? profession/qualifications of the supervisor?)
Additional information:
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Appendix C -  Correspondence Relating to Service Feedback
RE: Audit Results Presentation
Trust) l.nhs.uk]
Sent:
06 July 2011 08:36 
To:
Hallo
mentioned that you and |  might want to give us a presentation at 
the Away Day on 20/07/11. Would that be an appropriate time to feedback? 
Otherwise, you can pretty well have your pick of business meetings on a 
date that suits.
Best wishes.
CMHTTeam Leader
Email:
 Original Message-----
From: ^ ^ ^ H @ surrey.ac.uk
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Sent: 05 July 2011 14:08 
To:
Subject: Audit Results Presentation
Dear
Hope you're well. I have now completed my audit of psychological work 
with people who have a diagnosis of schizophrenia, schizo-affective 
disorder and delusional disorder and I wondered if there would be an 
available slot in the business meeting for me to feedback and discuss 
the results with the team?
Best wishes
Trainee Clinical Psychologist
The University of Surrey
Guildford
Surrey
GU2 7XH
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Qualitative Research Project:
How is Alcohol Use Portrayed in the Media for Young People?
Abstract
There is a substantial body of research which suggests that adults in developed 
countries hold largely negative views of others who suffer from mental health 
difficulties (Crisp, Gelder, Rix, Meltzer & Rowlands, 2000; Rabkin, 1974). Our 
views and opinions of the world including negative opionions are often formed in 
childhood however there has been relatively little research on children’s views or how 
these are formed. This study is a qualitative investigation of how a common mental 
health problem is presented to children. A special edition of the children’s current 
affairs programme ‘Newsround’ was subjected to thematic analysis. Three master 
themes of direct effects of alcohol, children’s childrens’ emotions and beliefs about 
consumption of alcohol emerged as well as other sub-themes. Direct effects of 
alcohol included physical and emotional effects that children observed alcohol having 
on adults. The childrens’ emotions theme captured feelings such as fear , shame and 
anger that children experience around adults consuming alcohol. Finally the beliefs 
about consumption theme captured themes related to legislation or restriction around 
alcohol. The implications of these themes in presenting information to children about 
alcohol misuse are discussed within.
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Research Log
1 Formulating and testing hypotheses and research questions /
2 Carrying out a structured literature search using information technology and literature search 
tools
/
3 Critically reviewing relevant literature and evaluating research methods /
4 Formulating specific research questions /
5 Writing brief research proposals /
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues of diversity, and 
structuring plans accordingly
/
8 Obtaining approval from a research ethics committee /
9 Obtaining appropriate supervision for research /
10 Obtaining appropriate collaboration for research /
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
.26 Presenting research findings in a variety of contexts y
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CHAPTER THREE: CLINICAL WORK
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Integrative Cognitive-Behavioural Treatment of Generalised Anxiety 
Disorder in a Gentleman in His Mid-Seventies
Summary
This case report documents the treatment of Generalised Anxiety Disorder 
(GAD) in a gentleman named Reginald (pseudonym). Reginald was referred to the 
Older Adults Mental Health Team in 2011 in relation to cognitive sequelae of 
Neuromyelitis Optica (NMO) however during this assessment it became clear that 
Reginald was struggling to manage his anxiety and intrusive thoughts. Reginald’s 
anxiety was centered around imagined loss of his wife Claire however also extended 
to health anxiety and general intolerance of uncertainty.
Reginald and I worked on a formulation that included the death of his first 
wife as a predisposing factor and other subsequent important losses as precipitating 
factors. We defined avoidance behaviours as integral maintaining factors. We 
completed eight sessions of CBT for GAD however the treatment also included 
components of Compassion Focussed Therapy (CFT) so it is defined as integrative. 
Sessions focused on formulating the problem, recognizing hypothetical event worry 
and responding to his thoughts in a less self-critical and more constructive manner.
There were aspects of diversity important to this work. Reginald was a 
religious man and the involvement of his religion in explored within this case report. 
He was an older man with strong ideas about the role of a man and these differences 
are also reflected on within the report.
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DBT Skills Training for a Gentleman in his Twenties with Borderline
Personality Disorder Traits
Summary
This case report details the process of psychological assessment through to 
intervention with a complex gentleman in his early twenties named Mark 
(pseudonym). Mark was referred to secondary mental health services by his GP as 
result of intrusive thoughts regarding his current girlfriend’s previous intimate 
partners. Mark had an initial diagnosis of obsessive neurosis however through a 
process of formulation and re-formulation, Mark’s difficulties appeared more 
comprehensively accounted for by borderline personality disorder traits. In order to 
address the difficulties that Mark presented with (such as difficulty disengaging with 
emotion-laden thoughts, difficulty in sense of self, emotion dysregulation), we used 
the skills training component of Linehan’s (1993b) Dialectical Behaviour Therapy. 
Alongside this, I used a therapeutic approach of warmth, empathy and genuineness to 
validate Mark’s distress and enable him to have an experience of not feeling judged.
This case report was written prior to the end of therapy (22 of 24 sessions 
completed) however I anticipate that although the ending will be hard for Mark due to 
his attachment difficulties, he had already made gains such as reduced distress and 
improved insight into his emotional experiences and these will continue. I envisage 
that a well-managed ending will enable Mark to have had a positive experience of a 
trusting therapeutic relationship, which will help him to manage future endings. A 
critical reflection on the work is offered within the report.
References
Linehan, M. M. (1993b). Skills training manual fo r  treating borderline personality 
disorder JAqvi York: Guilford Press.
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Neuropsychological Assessment of a Gentleman in his Late Fifties Two 
Years After A Transient Ischemic Attack; Are Any Residual Cognitive
Difficulties Present?
Summary
This case report details the process of the neuropsychological assessment of a 
gentleman in his late fifties from referral through to recommendations. The 
gentleman, who is referred to as ‘John’, was referred to Psychology services after he 
complained of memory difficulties in his activities of daily living and at times, 
neglecting the main goal of his action. I met with John for a preliminary interview in 
which we discussed the main problems he was experiencing and we talked about the 
process of testing. He informed me that he had experienced a Transient Ischemic 
Attack (TIA) in 2009 and also experienced stress in his personal life. The literature 
on TIA is briefly reviewed within this report however due to methodological 
problems, particularly in defining TIA, this was inconclusive. Cognitive tests were 
selected on the basis of clinical utility, relevance to the problems that John had voiced 
and reliability and validity.
John and I met for several sessions of cognitive tests to investigate his 
problems, the results of which are summarised in this report. Overall, John’s 
cognitive profile was consistent and did not suggest any residual impact of the TIA. 
We went on to explore the reasons for which John experienced cognitive problems 
and the impact of environmental stressors and experienced emotions was identified as 
integral to this. Recommendations made include monitoring of John’s mental health 
and providing him with strategies to manage both stress and cognitive load.
250
‘Freya’ -  A Case Presentation of Cognitive-Behavioural Treatment of
Bulimia Nervosa
Summary of Case
Bulimia nervosa (BN) affects approximately 5% of young women and usually 
begins in adolescence, between the ages of 15.7 years and 18.1 years (Le Grange & 
Schmidt, 2005). Bulimia is characterised by binge eating followed by compensatory 
behaviours for example induced vomiting, laxative abuse, fasting or excessive 
exercise. Those experiencing bulimia often followed feel a loss of control during a 
binge followed by remorse about the food consumed (DSM-IV; American Psychiatric 
Association, 1994). Overvalued ideas about shape and weight as well as repeated 
attempts to lose weight are common in this client group (Fairbum & Harrison, 2003).
Freya was referred to her local Child and Adolescent Mental Health Service 
(CAMHS) because she had been engaging in binge eating behaviour for the previous 
six months. CAMHS assessed Freya who reported regular episodes of binge eating 
where she felt out of control of her eating. Some of these binge eating episodes were 
followed by compensatory vomiting. Freya also reported mood difficulties during 
this appointment; although these were variable, she reported feeling very low in mood 
and tearful.
Freya was seen with her parents by my supervisor and I and we discussed her 
presenting complaints and her current family and social situation. Freya has two 
younger brothers (14 and 10 years old) that attend mainstream school. Her mother is 
a “stay at home mum” although she previously worked for a large firm in an 
administrative role. Freya’s mother had breast cancer in 2004 however this is now in 
remission. Freya’s father was a sales manager. Freya was a high achieving young 
woman who had been a competitive dancer during her childhood until stopping in 
August 2011 to concentrate on her school work. She has a group of friends from her 
dance class, some friends from school and a boyfriend (Liam).
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Neurobehavioural rehabilitation of a woman presenting with executive
functioning impairments
The case report details the neurobehavioural rehabilitation of ‘Annie’ a woman in her 
late fifties. Annie was seen in a rehabilitation unit after having a severe subdural 
haemotoma.. Annie presented with marked impairment in executive function, in 
particular, she had difficulties in attention, impulse control, awareness and self­
monitoring.
A formulation of Annie’s difficulties hypothesized that her impulse control problems 
were a combination of Annie’s physical injury and her belief that one should “just get 
on with it.” The intervention detailed in this report was based on Self-monitoring 
Training (SMT) (Alderman et al., 1995) and targeted Annie’s impulse control. Annie 
chose eating to start the training; we introduced a stop prompt for Annie to pause 
before taking a mouthful. Annie responded very quickly to the presence of myself as 
a prompt to stop therefore we extended this to other areas of her daily life. We 
practiced slowing down her pace of walking and self-monitoring when cooking in the 
kitchen.
Results of the intervention suggested improvement in pace of walking and increased 
awareness of her need to stop and think however Annie still struggled to manage 
multiple attentional demands in the kitchen. A critical reflection of the work within 
this case report focuses on the complexity of Annie’s situation, both in terms of her 
injury and presentation which may account for the limitations in success. Other 
alternative interventions such as goal management training are also suggested.
References
Alderman, N., Fry, R. K. & Youngson, H. A. (1995). Improvement of self­
monitoring skills, reduction of behaviour disturbance and the dysexecutive 
syndrome: Comparison of response cost and a new programme of self­
monitoring training. Neuropsychological Rehabilitation, 5 (3), 193-221
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Summary of Clinical Placements
Adult Mental Health
Duration -  1 year. I was split across a Community Mental Heath Team 
(CMHT) and a specialist psychological therapies (SPT) team. Service users in the 
CMHT were offered time-limited therapy, mainly CBT whereas the SPT service 
offered therapies to more complex service users or those who required a longer 
duration of therapy. The core learning points that I gained from this placement were 
around understanding the role of the psychologist in the CMHT, for example 
providing consultation to nurses and delivering supervision and reflective practice 
groups. The team Psychologist did not hold a waiting list and used these methods of 
indirect working to help manage the team caseload. I also learned a lot about 
delivering psychological therapy to clients in the community and managing risk in 
this setting. This was a particular issue in the SPT service where service users were 
considered more complex.
Older Adults
Duration -  6 months. From this placement in an older persons’ CMHT, I 
gained experience of indirect assessment and intervention. For example, I worked 
with the staff team in a nursing home to provide intervention for an resident who 
presented challenging behaviours. Learning points on this placement were around 
how to engage staff who are working with a challenging service user and how to 
create a space to do psychological work in a client’s home. I also gained experience 
adapting traditional interventions.
Children and Families
Duration -  6 months. In this placement within a specialist adolescent inpatient 
unit., I gained key skills in engaging young people but also those who are
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contemplative or pre-contemplative of change. I was based within the Eating 
Disorders team and as part of my role I saw a number of young people and their 
families who had this diagnosis. Another valuable learning point was around the 
family processes as I was able to be a member of a reflecting team during assessment 
and family therapy.
Specialist placement
Duration -  6 months. During this placement with the Brain Injury 
Rehabilitation Trust (BIRT), I completed neuropsychological assessments and 
interventions for service users who often had complex brain injuries. Key learning 
points I have gained have been around working intensively (during their inpatient 
admission), working behaviourally with clients and systemically with their families. I 
have also greatly developed my neuropsychological assessment skills while in this 
placement. This includes assessing people who are not able to complete standardized 
assessment measures. I also developed skills in engaging clients who have difficulties 
in awareness due to their injury.
Learning disabilities
Duration - 6 months. This is my current placement in a community LD 
service. The key roles I have in this placement are facilitation of DBT group and a 
'Feelings group' (adapted CBT). I am also seeing service users for individual therapy, 
their carers for indirect intervention and I am also providing consultation to a care 
setting regarding challenging behaviour. The key learning points I have gained so far 
have been around adapting language for service users of differing abilities and 
adapting DBT for an LD population.
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